OCTOBER 1961 


AMERICAN DENTAL ASSOCIATION 


dental abstracts 


ion of world dental literature 


a select 


S 
= 
wo 
> 


{ 
| 
| 
| 


OCTOBER 1961 + VOLUME6 - NUMBER 10 


FRONT COVER: Enamel rods and interprismatic sub- 
stance observed in replica of the periphery of early en- 
amel caries near the bottom of the lesion. From abstract 
of article by McMillan and others, page 593 


dental abstracts 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR STREET, CHICAGO 11, ILL. 


BOARD OF CONSULTANTS 
Carl O. Boucher, editor, Journal of Prosthetic Dentistry 
Paul E. Boyle, dean, School of Dentistry, 
Western Reserve University 
B. F. Dewell, vice-president, 
American Board of Orthodontics 
Sidney Epstein, School of Dentistry, 
College of Physicians and Surgeons 
Jay H. Eshleman, School of Dentistry, 
Temple University 
Gordon M. Fitzgerald, School of Dentistry, 
University of California 
Stanley C. Harris, Dental School, 
Northwestern University 
Harry J. Healey, School of Dentistry, 
Indiana University 


Leland C. Hendershot, assistant secretary, 

Council on Dental Therapeutics, 

American Dental Association 

Maynard K. Hine, editor, Journal of Periodontology 


Ralph L. Ireland, dean, College of Dentistry, 
University of Nebraska 

Seymour J. Kreshover, associate director, 

National Institute of Dental Research 

LeRoy E. Kurth, member, executive council, 
Academy of Denture Prosthetics 

Floyd D. Ostrander, School of Dentistry, 
University of Michigan 

George C. Paffenbarger, senior 

research associate of the American Dental Association, 
National Bureau of Standards 

H. C. Pollock, editor-in-chief, 

American Journal of Orthodontics 

Harry Sicher, Chicago College of Dental Surgery, 
Loyola University 

Orion H. Stuteville, Dental School, 

Northwestern University 

Richard W. Tiecke, Dental School, 

Northwestern University 


Donald A. Wallace, College of Dentistry, 
University of Illinois 


Frank M. Wentz, Chicago College of Dental Surgery, 
Loyola University 


CONTENTS 


578 News and notes 
Special article 

579 Injection technics 
Harcourt M. Stebbins 

583 Dental education 

591 Dental research 

603 Dental health 

611 Dental practice 

627 General 

637 Patents 

638 Dissertations 


640 Authors index 


Lon W. Morrey, D.D.S., editor 
N. C. Hudson, assistant editor 


{ 
| : 


nows and 


Frank M. Wentz, member of the board of con- 
sultants of DENTAL ABSTRACTS, writes concerning 
the abstracts of articles on periodontics in this 
issue: 


Numerous surveys show that before 30 years of 
age more than 50 per cent of the population has 
some form of gingivitis and that after 30 years 
of age the chronic destruction of the deep perio- 
dontal tissues is the most common cause of loss 
of teeth. Realization of the prevalence of perio- 
dontal disease is essential if dentistry on a na- 
tional as well as international basis is to fulfill its 
obligations. The World Health Organization, an 
agency of the United Nations, has recognized this 
responsibility of alerting the public concerning 
the prevalence of periodontal disease (see article 
on WHO program in section on dental health, 
miscellaneous) . The state of affairs where millions 
of persons are deprived of their natural dentition 
long before old age is not an inevitable condition, 
if the public can be persuaded to seek early dental 
care and follow advice on prevention. The com- 
mittee on periodontal disease of WHO advocates 
that the key to the control of this disease lies in 
the teaching of preventive measures through in- 
tensive health education programs. 

An abstract by Kluczka on periodontics in this 
issue (see dental research, miscellaneous) deals 
with systemic etiologic factors, two abstracts (one 
on the WHO program in section on dental health, 
miscellaneous, the other on the antimicrobial ef- 
fect of exudate in section on dental research, mis- 
cellaneous) deal with local etiologic factors, and 
another (see article by Ewen in section on dental 
practice, periodontics) discusses treatment utiliz- 
ing the ultrasonic method of calculus debride- 
ment. 
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The discussions are pertinent, but one wonders 
where the articles will be catalogued for practical 
clinical use later. Perhaps listing in the field of 
periodontics could be made under such headings 
as symptomatology, etiology, prognosis and treat- 
ment. 

Symptomatology: The classic clinical symp- 
tom of a person exhibiting periodontitis is the 
presence of gingivitis associated with loss of 
alveolar bone. The early signs of this bone de- 
struction are visible in the roentgenograms as a 
loss of the lamina dura of the alveolar crest. This 
loss of bone tissue is coupled with the develop- 
ment of the periodontal pocket. Finally, progres- 
sive loosening of the involved teeth completes 
the clinical picture. 

Etiology: The etiology of periodontitis is pri- 
marily bacterial, but this is acceptable only if one 
considers the conditioning factors which allow the 
disease to gain its initial foothold. After the initial 
infection, the severity and the degree of progress 
of the inflammation from the gingiva into the sup- 
porting tissue depends apparently not only on the 
intensity of the irritation but on the resistance of 
the periodontal tissues. The normal resistance of 
these tissues may be diminished by local and 
systemic factors. 

Treatment: Periodontitis is curable if the in- 
citing factors—generally bacteria, dental deposits 
and calculus—are eliminated and if systemic fac- 
tors are treated. A more thorough understanding 
of calculus deposition is necessary. Methods of 
scoring the characteristics of dental calculus for- 
mation must be accurate and reproducible. A 
method of scoring calculus formation is discussed 
in an abstract in this issue (see article by Ennever 
in section on dental health, miscellaneous) . 

The aim of therapy is to keep the supporting 
tissues in an optimum physiologic and hygienic 
condition. The use of ultrasonic equipment has a 
place in certain circumstances. A discussion of 
ultrasonic debridement of calculus appears in an 
abstract (see under dental practice, periodontics) . 
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technics for performing 
intraoral and extraoral injections 


HARCOURT M. STEBBINS AND RICHARD J. BURCH 


A history, examination and appraisal of the pa- 
tient’s needs should precede intraoral and extra- 
oral anesthetic injections. The anesthetic solution 
used is 2 per cent lidocaine with epinephrine 
1:50,000. Emergency equipment should be avail- 
able. Intravenous administration of premedicat- 
ing agents—for instance, a combination of seco- 
barbital sodium, morphine sulfate and atropine 
sulfate—will reduce the incidence of reactions. 
The maxillary injection for blocking the second, 
or maxillary, division of the fifth cranial nerve is 
used in the following instances: (1) the extrac- 
tion of abscessed teeth, and in those instances in 
which it is not desirable to inject into pathologi- 
cally involved regions; (2) extensive surgical in- 
tervention and exodontia in one half of the max- 
illa; (3) antral procedures and endodontic proce- 
dures, and (4) differentiation between neuralgias 
and in relief of pain of maxillary nerve origin. 


Of the three excellent approaches to the maxil- 
lary nerve block, the first is made through the 
greater palatine foramen. The location varies 
anteroposteriorly from between the first and 
second molars to between the second and third 
molars. On occasion, it can be slightly anterior or 
posterior to these points. Laterally, the foramen 
is located at the junction of the horizontal plate 
of the palatine bone and the alveolar process 
(Fig. 1). 

How far superiorly to insert the needle is not 
the same for all patients. Jorgensen (1948) pro- 
posed measuring (a Boley gauge may be used) 
the distance from the infraorbital margin to the 
gingival margin of the maxillary second bicuspid 
on the same side that the injection is to be made 
(Fig. 2). The area just superior to the infraorbital 
foramen is used, and the cementoenamel junction 
of the tooth is determined. Three millimeters is 


Figure 1 (Left) Diagram showing frequent location of greater palatine foramen in maxillary molar region. 


Figure 2 


(Right) Measuring with Boley gauge to determine needle distance for second division block 
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Figure 3 Skin area anesthetized with block of sec- 
ond division of fifth cranial nerve 


subtracted and the remainder is used as the needle 
distance. The foramen is entered to this needle 
marker, and 2 to 3 cc. of solution is injected. 
Maximum anesthesia is obtained in 5 to 15 min- 
utes. Skin anesthesia is obtained as depicted in 
Figure 3. 

The intraoral buccal approach to the maxillary 
injection is begun at the mucobuccal fold just 
posterior to the second molar (Fig. 4). This route 
is very valuable when an infection has gone 
through the palatal route rather than the buccal 
route. The needle is advanced superiorly, medi- 
ally and posteriorly. Two cubic centimeters of 
solution is deposited. Maximum anesthesia is ob- 
tained in 5 to 15 minutes. A block of the second 
division of the fifth nerve will provide skin anes- 
thesia as depicted in Figure 3. 

The procedure for the extraoral injection for 
a block of the maxillary nerve division of the fifth 
cranial nerve (Fig. 5) is as follows: 

1. The mandibular notch is located. 

2. A skin wheal is raised in the midline of the 
notch and slightly anterior to its center. 

3. A 3 inch needle is advanced with a 30 de- 
gree anterior angulation and a 5 degree superior 
angulation. 

4. After the needle strikes the great wing of 
the sphenoid bone, the operator notes the depth 
—it will be 1% to 2 inches—and redirects the needle 
a few degrees anteriorly and inserts it 4 inch more. 
(Patients often will complain of an “electric 


-shock.”) 


Figure 4 Diagram showing intraoral buccal ap- 
proach to second division block 


5. Three cubic centimeters of solution is de- 
posited slowly. 

6. Anesthesia ensues in 5 to 15 minutes over 
the area shown in Figure 3. 

The infraorbital block is used when it is de- 
sirable to: (1) bypass lacerations, infections or 
other pathologic conditions; (2) strengthen or 
complete anesthesia of a block of the second di- 
vision of the fifth nerve which is not totally ade- 
quate; (3) perform operations involving central 
or lateral incisors when it is necesary to obtain 
profound anesthesia of adjacent structures, and 
(4) differentiate trigger areas and to relieve 
neuralgia or other pain. 

The infraorbital block may be approached 
either intraorally or extraorally. 

The intraoral method is performed as follows: 

1. The infraorbital foramen is palpated extra- 
orally on the desired side and a finger is left in 
place there. 

2. The lip is raised. 

3. The needle is inserted in the mucobuccal 
fold overlying the second maxillary bicuspid in 
a line parallel with the second bicuspid; the 
needle is advanced, keeping close to bone, until 
an obstruction (usually the foramen rim) stops 
its gentle progress. (Many times patients will 
complain at this point of a “shock” or pain of 
the “front teeth.” ) 

4. About 0.5 to 1.0 cc. of anesthetic is de- 
posited. Usually within two minutes profound 
anesthesia of all anterior teeth involved is ac- 
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Figure 6 Intraoral and extraoral approaches to infraorbital 
block 

Figure 5 Diagram showing extraoral ap- 

proach to block of second division 


Figure 8 Skin area anesthetized by block 
of third division of fifth cranial nerve 


Figure 7 Diagram 
showing intraoral ap- 
proach to block of 
third division 


Figure 10 Extraoral approach to mental nerve block 
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complished; the area of anesthesia includes the 
bicuspids and infrequently the molars on the af- 
fected side. 

The extraoral approach is simple and involves 
the following steps: 

1. The infraorbital foramen is located. 

2. The skin over the region is prepared. 

3. The needle is inserted posteriorly at a 90 
degree angle to the skin and slightly medially. 

4. A 23 gauge % inch needle is used to make 
the injection and block with 0.5 to 1.0 ce. solution. 
Anesthesia is profound in about two minutes. 

A block of the third, or mandibular, division 
of the fifth cranial nerve is used: (1) in surgical 
inverventions involving the mandible and lower 
lip; (2) for the relief of pain of the temporoman- 
dibular joint and of masseteric or other spasms 
of the masticator muscles, and (3) for aid in 
differentiating between trigeminal neuralgia and 
glossopharyngeal neuralgia. 

The intraoral approach is accomplished with a 
3 inch needle in the following way (Fig. 7): 

1. Insertion is made in the mucosa above the 
maxillary second molar; the needle is faced pos- 
teriorly. 

2. A course is followed having an angulation 
of about 45 degrees superiorly and about 10 de- 
grees medially. 

3. When the great wing of the sphenoid bone 
is contacted, the needle is withdrawn slightly. 

4. The needle is redirected, changing the 45 
degree angulation of the point downward, and is 
inserted about % inch (5 mm.) more than when 
the sphenoidal wing was reached. (Patients often 
will complain of paresthesia. ) 

5. After aspiration, about 3 cc. of solution is 
deposited. Anesthesia is complete in five to ten 
minutes. Skin areas anesthetized will include part 
of the ear, scalp and face (Fig. 8). Relaxation of 
the muscles of mastication also is obtained. 

The extraoral approach to the mandibular 
nerve block is as follows: 

1. The mandibular notch is located. The center 
of this depression is the point of entry. 

2. A skin wheal is raised at this point. 

3. Insertion of a 3 inch needle is begun through 
the wheal. The needle point is directed medially 
and slightly anteriorly. 

4. The lateral surface of the great wing of the 
‘sphenoid bone will be encountered after the 


needle has penetrated 1% inches. The marker is 
set for % inch additional depth. 

5. The needle is withdrawn somewhat; the 
point is redirected about 10 degrees posteriorly 
and inserted the additional % inch. 

6. At this point paresthesia is likely to be 
elicited. Three cubic centimeters of solution is 
deposited. Anesthesia is complete in five to ten 
minutes. 

The mental nerve block is useful in such in- 
stances as the following: (1) when certain regions 
of the lower lip should be bypassed; (2) when 
it is not desired to perform an inferior alveolar 
nerve block and adequate anesthesia can be ob- 
tained for the treatment involved; (3) in aiding 
in diagnosis of tooth involvement, and (4) in de- 
termination of involvements of neuralgia of the 
mandibular division of the fifth cranial nerve. 

The mental foramen is easily palpable in most 
patients. In edentulous patients it lies almost on 
the ridge; in patients with teeth, it lies somewhere 
between the bicuspids about midway between the 
upper and lower borders of the mandible. 

The intraoral block of the mental nerve is per- 
formed as follows: 

1. The mental foramen is palpated extraorally 
and an index finger placed and left at the site. 

2. The lip is retracted, an angled needle is in- 
serted usually just posterior to the mandibular bi- 
cuspids, slanting toward the site under the index 
finger. With this angulation, needles often pene- 
trate the foramen. 

3. From 0.5 to 1.0 ce. of anesthetic solution is 
deposited. Anesthesia ensues within five minutes. 

The extraoral block of the mental nerve can 
be performed as follows (Fig. 10): 

1. The mental foramen is palpated in the bi- 
cuspid region. 

2. The injection is begun just posterior to the 
palpated site. 

3. The needle is directed (a) inferiorly about 
45 degrees; (b) slightly medially, and (c) an- 
teriorly about 45 degrees. | 

4. Penetration of the foramen is often made. 
The anesthetic is injected slowly; less than 1 ce. is 
deposited. Anesthesia ensues in about five min- 
utes. 

Stebbins, Harcourt M., and Burch, Richard J. 2303 West 
Mistletoe, San Antonio, Texas. Intraoral and extraoral injec- 
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History 


A history of the International School 
of Orthodontia 


Formal postgraduate education in orthodontics 
originated in St. Louis, Mo., with the founding 
of The Angle School of Orthodontia in 1900 by 
Edward H. Angle. The classes were successful, 
and continued until 1908 when Dr. Angle left 
St. Louis. 

In 1907 Benno B. Lischer and Clarence D. 
Lukens, St. Louis orthodontists, founded the 
International School of Orthodontia with a fac- 
ulty of six. Only one session of the school was 
held in St. Louis, in June and July, 1907, in the 
Medical Library Building, after which the school 
became inactive. In October 1914, William J. 
Brady, a pioneer Kansas City orthodontist, ob- 
tained Dr. Lischer’s permission to use the name 
of the International School of Orthodontia. The 
school was incorporated and held its first session 
in February 1916, in the offices of Dr. Brady 
at 3217 Troost Ave., Kansas City, Mo. Another 
session began June 19, 1916 and lasted six 
weeks. After this session Dr. Brady sold his inter- 
est in the school to Hugh G. Tanzey, Roy J. Rine- 
hart and George W. Hillias, all Kansas City 
dentists. 

In 1917 the school was established in the 
Western Dental College building. Sessions con- 
tinued to be held at intervals, and in 1919, after 
the merger of the Kansas City and the Western 
Dental colleges, the International School of 
Orthodontia moved to the Kansas City-Western 
Dental College building. Two sessions annually 
were held from 1919 to 1929, either in the col- 
lege building or in the office of Dr. Tanzey at 
508 Commerce Building. In 1929 the school was 
moved to the Tower Building, Country Club 
Plaza, where it continued to hold classes until 
April 1941. With the pending entrance of the 
United States in World War II, classes were dis- 
continued. The school had 205 graduates. 

Edwards, Ralph W. 411 Nichols Road, Kansas City, Mo. 


A history of the International School of Orthodontia. J.Mis- 
_souri D.A, 41:26-28 June-July 1961 


Hospital dental service 


The integration of dental services 
in Blue Cross-Blue Shield 


Inasmuch as Blue Cross-Blue Shield provides the 
largest plan for nonprofit hospital and medical 
service, it would seem logical to include dental 
services as a part of the services covered. Since 
dentistry provides more elective services than do 
other areas of health practice, actuarial predic- 
tions for the dental plan are difficult to make. It 
appears advisable, therefore, to restrict the serv- 
ices available to oral surgery, in which the condi- 
tions treated are not likely to recur. This restric- 
tion would minimize the need to increase the 
premiums drastically. The scope of the dental 
services to be provided should be expanded 
slowly and only after adequate pilot studies to 
assemble actuarial data. 

To enable state dental societies to integrate 
dental services in the program of Blue Cross-Blue 
Shield, the following steps are recommended: 

1. Compile information on the methods for 
paying dentists who render authorized services to 
subscribers of Blue Shield or similar health plans. 

2. Determine which dental services are insur- 
able. 

3. Institute pilot studies providing limited cov- 
erage, to compile actuarial data to support any 
expansion of benefits in the future. 

4. Encourage qualified dentists to become staff 
members of hospitals participating in Blue Cross. 

5. Consult with administrators of Blue Shield 
to smooth the way to enactment of changes in en- 
abling statutes relating to “participating doctors.” 

6. Appoint a committee on hospital service to 
establish a schedule of fees for dental services to 
be provided under Blue Shield. 

7. Adopt standards for accreditation of partici- 
pating dentists in Blue Shield. 

Blue Shield probably would develop a more 
favorable attitude toward the inclusion of dental 
benefits if the dental profession were to establish 
its own program of prepayment and designate 
Blue Shield to administer it. Such a plan would 
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ensure to dentists control over their own profes- 
sional services. 
Breland, Kenneth R. 1308 Old Shell Road, Mobile, Ala. The 


integration of dental services in Blue Cross-Blue Shield. J.Ala- 
bama D.A. 44:4:4-7 Oct. 1960 


Dental disease as a cause 
for admission to the hospital 


A 10 per cent sample of 10,000 patients, includ- 
ing all hospital admissions (excluding maternity, 
mental and certain other conditions involving 
specialists) to the United Oxford Hospitals dur- 
ing the year 1958, has been studied. A note- 
worthy finding is the increasing importance of 
dental conditions as a cause for admission to the 
hospital. 

For example, for men aged 15 to 29 years, the 
top three in a list of 19 ailments were: head in- 
juries, 11.2 per cent; appendicitis, 9.1 per cent, 
and dental conditions, 5.4 per cent. In women of 
the same age group, dental conditions ranked fifth 
(4.5 per cent) in a list of 22 ailments. 

In the past 12 years, the Oxford Regional Hos- 
pital Board has increased its dental consultant 
establishment from one to seven (including one 
orthodontist). These consultants control 20 den- 
tal beds which are not used by other specialists. 

Among the reasons why an increasing number 
of patients with dental pathosis are seeking hos- 
pital admission are the following: 

1. Patients bring pressure to bear on physi- 
cians and dentists to refer them to the hospital, 
where intravenous induction to general anesthe- 
sia is available. 

2. Patients are becoming increasingly aware 
that there are no charges for hospital dental treat- 
ment. 

3. The practice of administering nitrous oxide 
for multiple extractions is being outmoded, and 
many dental practitioners are disinclined to un- 
dertake this operation in their surgeries. 

4. The National Health Service fees for a gen- 
eral anesthetic are uneconomical if a specialist 
in anesthesia is involved. 

Hospitalization for multiple extractions was 
beyond the financial means of most persons prior 
to 1948, and facilities generally were not avail- 
able. 

The present trend will result in a demand for 
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more dental consultants and other hospital dental 
officers, and they will require more dental beds, 
which it is the duty of the Minister of Health 
to provide. More general practitioner dental 
posts may have to be created in general hospitals, 
but one of the factors which militates against this 
is the low salary scale on which the general den- 
tal practitioner is paid as compared to his medical 
counterpart. 


Editorial. Dental disease as a cause for admission to hos- 
pital. Brit.D.J. 110:249-250 April 18, 1961 


Pathology 


Comparison of surveys 
of dental school biopsy services 


In 1953 and in 1958 questionnaires were sent the 
dental schools of the United States and Canada, 
seeking information on the biopsy services main- 
tained by dental schools. 

Of 37 schools replying to the 1958 question- 
naire, 34 schools maintained a biopsy service for 
students, 33 for the faculty (presumably students 
and faculty), and 29 schools had a service avail- 
able to outside practitioners. 

In nearly all instances, the biopsy service is 
under the control of the dental schools and ad- 
ministered by the department of oral pathology. 

Of the 34 schools providing a biopsy service in 
1958, 16 supported the service from depart- 
mental funds alone, 4 from departmental funds 
and special funds (usually a Public Health Serv- 
ice cancer teaching grant), 4 from departmental 
funds and fees paid by patients, 4 from fees paid 
by patients alone, and 4 from a combination of all 
three sources. In about 60 per cent of the schools, 
a fee is charged for the service by the laboratory, 
the usual fee being $5.00. 

There is little difference in the average number 
of specimens processed yearly between schools 
which do or do not charge a fee; the average an- 
nual number of specimens processed by schools 
not charging a fee was 369, for those charging 
a fee, 321. The average number of specimens 
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processed for all schools in 1958 was 339, with 
a range of 5 to 1,368. This average is almost 
double the 1953 average of 198. 

Of all specimens received in the laboratory, 
about one third were from outside of the dental 
school in 1953; but in 1958 over one half of all 
specimens processed were from outside practi- 
tioners. 

In 1958, 472 malignancies were detected by 
the 34 schools reporting, as compared with 328 
malignancies by the schools reporting in 1953. 
The percentage of malignancies in the total num- 
ber of specimens processed in 1953 and in 1958 
was almost identical. 

Ten of the 34 dental schools reporting in 1958 
required that senior dental students perform 
biopsies. 

Shafer, William G. School of Dentistry, Indiana University, 

school 


Indianapolis, Ind. A comparison of —. of d 
biopsy services. J.D.Educ. 24:298-303 Dec. 


Roentgenology 


X-ray television 
and roentgenocinematography 


A newly developed x-ray television apparatus was 
the most outstanding diagnostic feature among 
the many roentgenographic devices exhibited at 
the Ninth International Congress of Radiology, 
recently held in Munich, Germany. 

An almost identical television apparatus has 
now been installed at the Philips Health Center 
in Eindhoven, The Netherlands. For clinical and 
experimental purposes, applicable to dental and 
medical diagnostic procedures, the apparatus was 
equipped with a remotely controlled ring stand 
and a 9 inch image intensifier. 

Presumably, many roentgenologists, dentists 
and physicians will have some objections to the 
clinical use of this x-ray television and roentgeno- 
cinematographic unit, especially the lack of per- 
sonal contact between the examiner and the pa- 
tient. The use of this unit, however, permits many 
significant advantages which unquestionably 
counterbalance the assumed disadvantages. 


For patients, the advantages are as follows: (1) 
the roentgen ray dosage received is far lower than 
that received during conventional roentgeno- 
graphic exposure; (2) the remotely controlled 
ring stand equipped with a 9 inch image inten- 
sifier and the closed-circuit link with a vidicon 
pickup reduce the roentgen ray dosage by at least 
1 factor V without impairing definition and inter- 
pretation of roentgenograms; (3) the dosage for 
short roentgenocinematographic exposures (as 
used in most dental and medical diagnostic ex- 
aminations) never does exceed the values re- 
quired for conventional full-size or spot-film 
roentgenography, especially when cinerecording 
from the television screen is desired; (4) exami- 
nations are carried out in a fully illuminated room 
and where the patient is always aware of his sur- 
roundings, and (5) the patient, being informed 
about all possible movements of the apparatus 
before, during and after the examination, remains 
free from apprehension. 

For practitioners, the advantages are as fol- 
lows: (1) the examiner remains outside the ex- 
amination room and can be sure that he is not ex- 
posed to even the smallest amount of ionizing 
radiation; (2) the conventional dark adaptation 
can be completely avoided because the brightness 
of the image remains far above the level of straight 
vision, and (3) the desired improvement in defi- 
nition and interpretation of the televised roent- 
genograms is obtained by placing the patient close 
to the x-ray tube (conventional technics permit 
this placing only with the patient in a standing 
position ) . 

The magnification thereby obtained is almost 
doubled. Although the skin dose may be slightly 
increased (by 1 factor IV), the total volume 
dosage received will not be increased. 

The unit, especially the remotely controlled 
ring stand with its 9 inch image intensifier, prob- 
ably will be subject to future improvements as is 
almost every new development in roentgeno- 
graphic equipment; it is established, however, 
that in its present form this part of the unit is suit- 
able for many kinds of diagnostic work. 

Operating this complicated unit is compara- 
atively simple, and because of the stability of all 
parts, also extremely reliable. 

In various tests carried out with dental and 
medical patients, no disappointments were met 


in diagnosing and interpreting by means of re- 
mote control. 

From the point of view of the patients, as well 
as of roentgenologists, dentists and physicians, 
the television screening, the full-size roentgenog- 
raphy and the roentgenocinematography (includ- 
ing cinerecording) are almost ideal means of fa- 
cilitating accurate diagnosis and excellent edu- 
cational instruction. 

Feddema, J. Philips Health Center, Eindhoven, The Neth- 


erlands. X-ray television and _ roentg graphy. 
M.Mundi 6:57-63 July-Sept. 1960 


Research opportunities in teaching 
dental roentgenography 


In the past 15 years there has occurred an excit- 
ing reappraisal of subject matter relating to the 
science of roentgenography. The teacher of den- 
tal roentgenography is unusually favored with 
possibilities for the initiation of research, in that 
much of his subject matter has become contro- 
versial. An atmosphere of urgency surrounds the 
solution of many of his problems, which often 
lend themselves to relatively small-scale study 
within manageable periods of time. Topics invit- 
ing attention include several of the factors which 
contribute to image density and contrast, the 
determination of limits beyond which power- 
input fluctuations and timer inaccuracy become 
critical for the resulting films, the definition of 
diagnostically acceptable films in terms of their 
densitometric qualities, the development of still 
lower dosage technics than have so far been de- 
vised, refinements in film positioning technic to 
assure more consistently acceptable structural 
reproductions, the need for new standards of film 
processing in or for dental offices, and the devel- 
opment of test phantoms valid for purposes of 
experimental investigation unlimited by consid- 
erations of patient dosage or availability. 

Given a curiosity to explore, the teacher will 
find research possibilities ranging from problems 
suited for limited personal investigation to more 
ambitious projects calling for a team backed by 
considerable material resources. From these he 
can select a research program commensurate 
with circumstances. He may utilize otherwise 
unscheduled time for the pursuit of limited 
studies on his own or with the collaboration of a 
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colleague. He may extend the scope of such in- 
vestigations by recruiting the voluntary assist- 
ance of some of his students. The interest of 
graduate students may be directed toward spe- 
cific projects which the teacher is anxious to 
sponsor and direct. The available full-time stu- 
dent summer fellowships offer exceptional op- 
portunity for the promotion of productive 
research. Finally, there is generous support avail- 
able through governmental agencies for the 
larger-scale investigation of worthwhile projects. 

The exhaustive collateral reading prerequisite 
to the initiation of research inevitably will de- 
velop a better informed teacher, so closely at- 
tuned to the uncertainties in the body of knowl- 
edge which is his subject matter that classroom 
dissertations will become more challenging for 
students. 

Ability to draw on personal accomplishments 
in research has the advantage accruing to any 
first-hand presentation—the presentation assumes 
a peculiar reality for the listener. The research- 
oriented teacher unconsciously will impart a 
sense of conviction, so that students will tend to 
be more impressed by his message. 

A whole teaching program can become alive 
as teacher and students alike reach for under- 
standings. 


Barr, John H. Tufts University School of Dental Medicine, 
Boston, Mass. Research opportunities in teaching dental radi- 
ology. Oral Surg.,Oral Med.& Oral Path. 14:677-682 June 
1961 


Undergraduate 


Foreign students and faculty members 
in United States dental schools 


A questionnaire circulated in 1960 by the Ameri- 
can Dental Association’s Council on Internationa] 
Relations elicited the information that 38 dental 
schools in the United States had accepted stu- 
dents from abroad in the past three years; 11 
schools did not accept any foreign students, be- 
cause of the difficulty of special programs, 
or because no openings were available, or because 
the state restricts such enrollments. 
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In the 1959-1960 academic year, 864 foreign 
students applied for admission to dental schools, 
of whom 143 were accepted. In that year, 247 
foreign students were studying dentistry in U.S. 
schools—70 at the graduate level, 84 at the post- 
graduate level, and 93 in undergraduate work. 

About 81 per cent of all foreign dental students 
were self-supporting, 9 per cent were financed 
through grants from their governments, 3 per cent 
were financed by U.S. foundation grants, and 
1 per cent were here on Fulbright or other U.S. 
government grants. 

About 75 per cent of foreign dental students 
remain in the United States after receiving their 
degrees. 

Fourteen dental schools reported major prob- 
lems in integrating foreign students to the pro- 
gram of the schools. Among the problems cited 
were language difficulties, the students’ lack of 
understanding of the U.S. educational system, 
and the students’ lack of funds. 

Among the U.S. dental schools that accepted 
ten or more foreign dental students in the 1959- 
1960 school year were those at the University of 
Alabama, Georgetown University, University of 
Illinois, University of Indiana, Tufts University, 
University of Michigan, New York University, 
University of Pennsylvania, and Eastman Dental 
Dispensary. 

Dental school administrators prefer foreign 
students who have had a year or more in an Amer- 
ican liberal arts college before entering dental 
school. 

Among reasons given by foreign students for 
wishing to study dentistry in the United States 
are the following: (1) high regard held through- 
out the world for dentistry here; (2) American 
education will permit them to charge higher fees 
at home; (3) substantial scholarship assistance 
available, and (4) have personal friends in the 
United States. 

Dentistry is an excellent field for student and 
faculty exchanges, and such exchanges should be 
encouraged. Dental schools should agree on com- 
mon examinations to be used for foreign appli- 
cants, and it would be desirable if such examina- 
tions could be administered abroad. Studies 
should be made of the experience gained by the 
U.S. schools which have a substantial number of 
foreign students, and these studies should be 


made available to all dental schools. The United 
Nations specialized agencies and U.S. foreign aid 
organizations should give more attention to the 
possibilities of technical assistance in the field of 
dental education. 


Hollinshead, Byron S. 764 Antonette Avenue, Winter Park, 
Fla. Foreign students and faculty members in United States 
dental schools. J.D.Educ. 24:317-323 Dec. 1960 


Preventive dentistry survey conducted 
among dentists in Indiana 


A questionnaire circulated by the Division of 
Preventive Dentistry of the Indiana University 
School of Dentistry to members of the Indiana 
State Dental Association elicited 587 replies. Over 
25 per cent of all respondents listed public apathy 
as the principal deterrent in the attempts of gen- 
eral practitioners to provide patients with educa- 
tional services. Less than 18 per cent of respond- 
ents indicated that patient education was on a 
fee basis. Over 30 per cent of dental practitioners 
said that diet charts are used in their practices. 
Less than 40 per cent use topical fluoride applica- 
tions routinely; of these, three fourths use a single 
application of stannous fluoride. Over 65 per cent 
indicated they would be interested in learning 
more about preventive dentistry at the graduate 
or postgraduate level. More than 20 per cent were 
concerned with the practical aspects of a course 
in preventive dentistry, particularly the teaching 
of methods and technics easily adaptable to the 
dental office. 

At the Indiana University School of Dentistry, 
the first course in preventive dentistry is offered 
during the freshman year, and is concerned pri- 
marily with theory. It consists of 16 one-hour 
lectures. A second course, presented during the 
senior year, consists of 17 one-hour lectures and is 
devoted to the practical aspects of prevention. In 
addition, every effort is made by the department 
to familiarize other departments with the latest 
principles and theories of prevention and to en- 
courage integration of this material into their lec- 
tures. 

A new course to be initiated during the spring 
semester in 1961 will be a clinical seminar deal- 
ing with specific patients and the application of 
principles and technics of preventive dentistry to 
meet their individual problems. The aims of this 
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course are: (1) to educate the student to the de- 
sirability and necessity for preventive dentistry 
in a private practice; (2) to teach the student 
the practical and fundamental aspects of the sub- 
ject, and (3) to teach the importance of organiza- 
tion of the appointment hour in order to be able 
to incorporate to advantage these preventive pro- 
cedures. 

Junior students will be assigned in groups of 
four to a clinical seminar, twice during the semes- 
ter for a four-hour period. Each student will be 
assigned a patient from the oral diagnosis clinic. 
The student will make a presentation of the lab- 
oratory and clinical findings to the patient, and 
propose a treatment plan correlated with pre- 
ventive measures. 


Mercer, Victor H.; Bixler, David, and Muhler, Joseph C. 
Indiana University Medical Center, ee Ind. Results 
of preventive dentistry survey conducted among bers of 
the Indiana State Dental Association. J.Indiana D.A. 40:95-97 
March 1960 


Postgraduate 


Recent trends in American dentistry 


Currently, there are 47 dental schools and about 
90,000 dentists in the 50 states of the United 
States. Good educational facilities for a dental 
career can be found from coast to coast. There 
are no geographic, political, linguistic or other 
communication barriers to learning or to the pur- 
suit of a career in dentistry. One may obtain a 
dental degree in San Francisco, take an intern- 
ship in Chicago, and begin practice in New York 
City. 

Great strides have been made in the area of 
education after graduation from dental school. 
During the 1958-1959 academic year, 377 pro- 
grams were offered at the graduate and post- 
graduate levels in basic and clinical subjects. 
Thirty-nine of the 47 dental schools and six other 
educational institutions participated in these en- 
deavors. Of the 377 programs, 250 led to a Mas- 
ter’s degree or a Doctor of Philosophy degree, 
and 127 programs led to a certificate of achieve- 


ment. 
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Of 133 basic science programs, 37 were in 
pathology, 24 in anatomy, 18 in microbiology, 16 
in physiology, 14 in biochemistry, 11 in pharma- 
cology, 8 in dental materials and 5 in research. 

Clinical subjects were incorporated in 244 pro- 
grams, about equally divided between graduate 
and postgraduate studies. Prosthodontics was 
first with 48 programs and preventive dentistry 
was last with 1 program. The remainder of the 
programs were divided among 12 other clinical 
subjects. 

Among the 6,818 hospitals in the United 
States, about a third (2,300) had dental depart- 
ments in 1959, and 213 of these hospitals con- 
ducted over 300 advanced dental educational 
programs, internships and residencies, approved 
by the Council on Dental Education of the Amer- 
ican Dental Association. These hospitals offered 
opportunities for over 600 dental graduates wish- 
ing to obtain further education for general and 
specialized dental practice. In addition to the 
dental services in private and state hospitals, in- 
ternships and residencies were available in 58 
federal hospitals. 

Many of these hospital positions were devoted 
to the specialty of oral surgery, but there were 
nearly 100 rotating internships and over a dozen 
hospital positions in pedodontics. Most of these 
hospitals were in the East, with 40 per cent in 
two states, New York and Pennsylvania. 

These new opportunities for advanced educa- 
tion for the dentist are bound to have a signifi- 
cant impact on the future of dentistry. Then, too, 
18 dental institutions are engaged in programs 
under the financial support of the U.S. Public 
Health Service to produce dental scholars for the 
future. 


Sognnaes, Reidar F. School of Dentistry, University of Cali- 
fornia, Los Angeles, Calif. American dentistry—early tradi- 
tions and recent trends. J.D.Educ. 25:111-114 June 1961 


Philosophy and objectives 
of graduate education 


The graduate school in America is either symbi- 
otic or parasitic, depending on the perception of 
the rest of the faculty. Ordinarily, the graduate 
school has no budget for its own faculty. It is to 
the short-term interest of the undergraduate and 
professional school deans to keep the graduate 
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school weak, a situation which permits them to 
allocate and control their staff without interfer- 
ence or criticism from any other administrator. 

Graduate schools are monopolistic. Of the 190 
or more schools whose trustees have authorized 
the Ph.D. degree, 30 graduate schools in the 
United States have for over two decades given 
75 per cent of all the Ph.D. degrees in all fields. 

The graduate school is beset constantly by spe- 
cialty and professional pressures, and by every 
occupational group with any pretensions to any 
kind of higher economic or professional status. 

The graduate school is poor financially and it 
never can focus on a clear or single objective, as 
do the single professional school and the single 
undergraduate college. About 60 per cent of 
Ph.D.’s currently go into higher education, 25 per 
cent go into the area of private economy and prac- 
tice, and about 15 per cent go into governmental 
service. 

The graduate school is the stronghold of con- 
servative values in education. Nearly all sugges- 
tions for change of graduate curriculums involve 
lengthening the program, without the realization 
that it is presently a six-year degree. If many more 
improvements are made, graduates will be gradu- 
ated in wheelchairs. 

It is puzzling to try to disentangle the service 
motivation for society and the personal economic 
motivation of those in medicine, dentistry and 
other professional fields. Although a claim is made 
for high service motivation in the health sciences, 
the economic motivations seem clearly evident in 
the behavior of representatives of the profession. 

Lip service is paid to the importance of the 
basic sciences, but few people pay much attention 
to them if they are clinically and professionally 
motivated. Yet, knowledge in the fields of genetics 
and biochemistry, and in fluoridation and nutri- 
tion, constitute the kind of basic science knowl- 
edge that may be necessary today in the practice 
of dentistry. 


The effect of the specialty board in medicine 
has been to deprive the graduate school of the 
incentives it should offer students for decent 
graduate education under a philosophy of teach- 
ing, scholarly work, and research. The specialty 
boards in dentistry may have the same ultimate 
effect on graduate education in dentistry. 

One way to reconcile professional schools and 
graduate schools is to establish more limited and 
more attainable goals for programs of advanced 
dental education, not expecting that mere gradu- 
ate school affiliation is in itself a solution. The 
identification of the creative person who will be 
given the opportunity to engage in scholarly re- 
search after the dental degree and then continue 
into the graduate program will be a major prob- 
lem. 

The face-to-face clinical specialties, including 
dentistry, medicine, and some forms of psychol- 
ogy, may barely be able to keep up with society’s 
needs, and we may have to look to preventive 
research and chemotherapy, for example, as the 
more promising solutions, or at least as a way to 
keep pace with the social need. Such discoveries 
in the main are not likely to be made by those 
who are skilled and highly specialized in the face- 
to-face clinical relations. 

A possible solution in this matter of intensive 
specialization may be the team approach, the 
creation of groups of specialists who in the process 
of living together come to understand each other. 

The graduate school, in spite of its faults, is stil] 
the last and best hope for scholars and teachers, 
since it alone provides the environment in which 
they can be produced. Without the graduate 
school, society and its needs will be ill-served. 
Graduate schools must not be distracted from 
their major task—the preparation of scholars, 
teachers and academic research workers. 


Darley, John G. American Psychological Association, Wash- 
ington, D.C. The philosophy and objectives of graduate educa- 
tion. J.D.Educ. 24:286-292 Dec. 1960 
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Physiology 


Investigation of the mechanisms 
of toothache 


In toothache, one can distinguish between the 
moderate pain associated with early dental caries, 
with exposed dentin at the neck of a tooth, and 
with some dental operative procedures, and the 
unbearable pain from a tooth which must be 
extracted. The latter always is the result of severe 
inflammatory changes, often abscess formation, 
in the dental pulp. 

Unlike other soft tissue in the body, which can 
experience infection or injury with severe inflam- 
matory changes and yet recover, the dental pulp 
enclosed in the rigid surroundings of the tooth 
has limited powers of recovery. 

The more common moderate pain which can 
arise from the dentin remains a mystery because 
the presence of nerves in dentin has not been con- 
firmed. 

Other workers have evoked sensations of pain 
from the skin by applying various substances in 
dilute solution to exposed nerve endings in the 
base of an open blister. Among the pain produc- 
ing substances used by them were acetylcholine, 
histamine, 5-hydroxy-tryptamine, and potassium 
chloride. It was thought that if sensations of pain 
from exposed dentin could be evoked with these 
substances, this would be good evidence in favor 
of the view that there were nervous elements in 
the dentinal tubules close to the surface. 

Teeth were chosen which were slightly carious. 
Dentin was exposed by cutting a cavity in the 
tooth. The solutions listed were applied at 37°C. 
and left in contact with the dentin for 30 seconds. 
In the first group of 24 subjects, only sugar solu- 
tion (2M sucrose) achieved any noticeable suc- 
cess, producing pain 24 times out of 48 appli- 
cations. In these and subsequent experiments, the 
substances which could produce pain in blistered 
skin generally failed to cause dental pain, except 
when applied directly to the pulp tissue. If nerv- 
ous elements are present in the dentinal tubules 
' throughout their length, then it seems reasonable 


to expect that they would be accessible to stim- 
ulation by solutions applied to an exposed surface 
of dentin. 

A laboratory experiment confirmed the clinical 
experience that dentin cannot be anesthetized 
by the application of anesthetics to its surface. 

Although conflicting histologic evidence leaves 
doubts concerning the presence of nerve fibers in 
dentin, the author’s experiments to date do not 
yet provide the basis for an alternative hypothesis 
to explain the mechanism of sensation in dentin 
in human teeth. 


Anderson, D. J. Guy’s Hospital, London, England. Experi- 
mental toothache. New Scientist 9:880-881 April 6, 1961 


Electromyography in the study 
of the etiology of malocclusion 


Electromyographic studies of the action of the 
temporal and masseter muscles in lateral excur- 
sions, protraction and retraction of the mandible 
were performed on 38 persons. Included were 
subjects with normal occlusion, and with Class I, 
Class II, division 1, and Class III malocclusions 
and with mutilated occlusion (one or more teeth 
missing). 

The following conclusions were reached: 

1. The electromyographic patterns in subjects 
with malocclusions could be distinguished in no 
way from those in subjects with normal occlu- 
sion. 

2. No specific patterns of muscle function were 
found in subjects with normal occlusion or in 
those with malocclusions. 

3. There is no correlation between the type of 
occlusion and the degree of electrical activity dur- 
ing the resting state of the muscles. 

4. Electrode placement, among other factors, 
apparently is of significance in influencing the 
amplitude of the recording. 

5. Other parameters of measurement must be 
utilized in conjunction with electromyographic 
technics. 


The amplitude of the electromyogram can be 
affected by such factors as instrumentation, am- 
plification of individual channels, electrical re- 
sistance of the skin, anatomic variations in dif- 
ferent subjects regardless of type of occlusion, 


and variations in the performance of the subject 
which are beyond the control of the investigator. 

Muscles associated with the temporomandibu- 
lar joint, as with any other joint, act as functional 
groups rather than as discrete units. Different 
subjects may perform similar movements but em- 
ploy muscle groups that are not exactly the same. 

There is such a great variation of the electro- 
myographic patterns from subjects with normal 
occlusion that it is difficult to establish a pattern 
that can be called normal. 


Liebman, Frederick M., and Cosenza, Francisco. College of 
Dentistry, New York University, New York, N.Y. An evalua- 
tion of electromyography in the study of the etiology of maloc- 
clusion. J.Pros.Den. 10:1065-1077 Nov.-Dec. 1960 


Electromyographic study of the function 
of the medial pterygoid muscle 


An electromyographic study of the function of the 
medial pterygoid muscle in 19 subjects with an 
average age of 24 years revealed that this muscle 
is primarily an elevator of the mandible. Its 
strongest activity was observed during bites in 
centric occlusion and in positions ventral to it. 
Biting in a strained retruded position developed 
no activity in the medial pterygoid muscle. 

The muscle participated to some degree in 
lateral movements of the jaw, but it never func- 
tioned at the beginning of such movements. It 
is conceivable that the medial pterygoid muscle 
could accept a part of the role of the lateral ptery- 
goid muscle if necessary (fractures of the condy- 
loid process). 

During protrusive movements, activity in the 
medial pterygoid muscle was generated by a 
strong protrusion but not by commencement of 
the movement. During retrusion the activity did 
not occur generally. The balancing activity in 
opening, lateral and protrusive movements seems 
to be present only in extreme positions. 

In 6 of 16 subjects, activity was observed in the 
medial pterygoid muscle in a habitual rest posi- 
tion. The activity ceased when the teeth were 
separated some 3 to 10 mm. more. This suggests 
that the real rest position can differ from the 
habitual rest position. 

Siiril4, Hannu S.; Ekholm, Antti, and Aula, Sirkka. Insti- 


tute of Dentistry, Fabianinkatu. 24, Helsinki, Finland. An elec- 
tromyographic study of the function of the medial pterygoid 
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muscle. Suomen hammasliik.toim. 56:421-428 Dee. 1960 
lin English] 


Osseous development of children 
undergoing orthodontic treatment 


This study was undertaken to determine whether 
patients undergoing orthodontic treatment, who 
may be considered to have a condition deviating 
from the normal in the dentofacial region, like- 
wise differ from the normal population in respect 
to their general osseous development. 

Roentgenograms of the right hand and wrist of 
143 boys and 261 girls receiving orthodontic 
treatment at the Institute of Dentistry of the Uni- 
versity of Helsinki were compared with an un- 
selected material collected among Finnish chil- 
dren and with the norms of Greulich and Pyle 
(1950). 

In only 16 instances did the age of the ortho- 
dontic patients as judged by osseous development 
deviate from the chronological age by more than 
30 months. 

On the basis of this study, no significant differ- 
ence could be observed between the patients 
undergoing orthodontic treatment and the normal 
population in respect to the osseous development 
of their hands and wrists. 


Haataja, Joh , and Lappalainen, Marja. Institute of 
Dentistry, University of Helsinki, Fabianikatu 24, Finland. 
Oikomishoitoa saaneiden lasten kiden ja ranteen Juuston 
kehityksesté. Suomen hammaslédk. toim. 56:429-436 Dec. 
1960 


Histology 


Electron miscroscopy of early enamel caries 


The classical concept of the progress of the carious 
lesion, as studied by the light microscope, is that 
the interprismatic substance is destroyed first, 
probably by means of acid decalcification. This 
leaves the enamal rods without adequate support. 
The rods then either fall out or become decalcified 
and deteriorate to a heterogeneous necrotic mass. 

It was thought that, if the classical concept is 
correct and the interprismatic materia] is first 
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Figure 1 Diagram showing early proximal caries. 
The black area indicates the initial caries attack. Hori- 
zontal lines indicate levels to which tooth was filed to 
obtain sections at right angles to enamel rods; vertical 
lines indicate levels at which sections parallel to the 
enamel rods were obtained. A = enamel surface. B = 
enamel layer. C = dentin layer. D= areas from 


which polyvinyl-Form Var replicas could be made 


decalcified, the surface could be replicated, pro- 
vided that decalcification had not progressed be- 
yond the point at which the voids would support 
a replica. If the depth of penetration was too great 
for satisfactory replication, the surface could be 
ground to a depth where replicas could be ob- 
tained. 

To test the above hypothesis, freshly extracted 
teeth with beginning caries were used. The 
carious areas were brushed clean and dried, and 
impressions were taken with Fax Film. The im- 
pressions were shadowed with chromium and 
viewed in a light microscope. The Fax Film im- 
pressions generally indicated areas around the 
periphery of the spots of early caries where the 
rod ends appeared to protrude above the de- 
stroyed interprismatic substance. Toward the cen- 


Figure 2 Periphery of early enamel caries as ob- 
served in Fax Film impression of the beginning lesion 
showing the rod ends (A) and the areas of maximum 
destruction (B) 


ters of maximum destruction, contrary to gross 
appearance, the surface had broken down com- 
pletely. The central areas consisted of a hetero- 
geneous mass with no regular pattern. Polyvinyl 
alcohol-Form Var replicas for electron microscopy 
could not be obtained from any of the areas of 
maximum destruction. 

After this preliminary study, the teeth were 
prepared with a fine metal file. The object was to 
remove tooth structure until finally the full depth 
of the carious process was reached. Fax Film 
impressions were taken and polyvinyl alcohol- 
Form Var replicas were made after each filing. It 
was not until the maximum depth of the lesion 
had been reached that replicas could be obtained 
in the center of the lesion. This procedure pro- 
duced a seriés of pictures through the depth of 
the cavity, analogous to those serial sections, but 
only along the periphery of maximum destruction 
at various levels of filing (Fig. 1). 

The appearance of the Fax Film impressions of 
the beginning lesion (Fig. 2) was similar to that 
obtained by many investigators. In the center of 
maximum destruction only a heterogeneous ne- 
crotic mass could be observed. Around the pe- 
riphery of maximum destruction each rod end was 
clearly visible. 

The Fax Film impressions of succeeding layers 
were similar to those taken at the surface, except 
that the area of maximum destruction became 
progressively smaller and file marks became visi- 


Figure 3 Border between carious and sound en- 
amel in replicas taken at approximately the full depth 
of the cavity showing two enamel rods (A) and file- 
marked, sound enamel (B) 
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ble. At the depth of maximum penetration of the 
carious lesion, instead of one area of maximum 
destruction, several smaller ones appeared with 
sound enamel between them. Finally, only sound 
enamel was observed. 

The polyvinyl-Form Var replicas for use in the 
electron microscope confirmed the observations 
obtained from the Fax Film replicas. Each rod 
was visible, with a void previously occupied by 
interprismatic substance. In some of the deeper 
specimens (see cover illustration), most of the 
interprismatic substance could be observed. In 
some instances, the area occupied by the enamel 
sheath was decalcified, leaving crystalline mate- 
rial in both the rod and the interprismatic spaces. 
It might be inferred that the sheath is first to 
decalcify. 

At the depth of maximum penetration (Fig. 3), 
islands of sound enamel appeared between fingers 
of decalcification. None of the pictures showed 
the presence of microorganisms in the decalcified 
areas. 

These studies confirmed the earlier work in 
which the light microscope was used. The inter- 
prismatic material had first decalcified, leaving 
the rods without adequate support. There was 
some evidence to indicate that the enamel sheath 
portion of the interprismatic substance was de- 
calcified before the central part of the substance. 
The interprismatic substance was destroyed far 
in advance of the actual lesion. 


McMillan, Lilia; Hutchinson, A. C. W., and Fosdick, L. S. 
Dental School, Northwestern University, Chicago 11, Ill. 
Electron miscroscopy of early enamel caries, D.Progress 1:210- 
214 April 1961 


Biochemistry 


Effect of stannous fluoride dentifrice 
on the incidence of dental caries 


Previous studies (Jordan and Peterson, 1957 and 
1959) have shown that use of a stannous fluoride 
dentifrice under conditions in which brushing was 
supervised five times a week resulted in a reduc- 
tion in the incidence of new dental caries of about 
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35 per cent at the end of one year, and of about 
20 per cent at the end of the second year. 

On analysis of the data, it seemed of interest 
to determine the caries experience of these same 
children at the end of three years, even though 
the children received no control or experimental 
dentifrice and no brushing supervision during the 
third year. 

At the end of the third year, 180 children in the 
control group and 158 children in the experimen- 
tal group were re-examined. The children who 
had used the control dentifrice for two years and 
then any dentifrice of their choice during the 
third year, had an average total caries increment 
of 4.65 new DMF teeth and 9.34 new DMF sur- 
faces. The children who had used the stannous 
fluoride dentifrice for two years, and subse- 
quently any dentifrice of their choice, had a caries 
increment of 3.91 new DMF teeth and 7.69 new 
DMF surfaces. This is a reduction in caries of 
about 16 per cent at the end of three years. 

The data indicate that the anticariogenic effect 
of the stannous fluoride dentifrice is carried over 
for an additional year after two years of use, even 
when use of the dentifrice is discontinued. 

Questioning of the children indicated that 
about 20 per cent of those in each group used a 
stannous fluoride dentifrice during the third year. 


Jordan, William A. Minnesota Department of Health, Min- 
neapolis, Minn. The effect of a stannous fluoride dentifrice on 
the incidence of dental caries in children one year following 
the discontinuation of the dentifrice. J.Indiana D.A. 39:374- 
376 Nov. 1960 


Interrelation of tooth composition, 
body fluids, diet and caries susceptibility 


Studies of the composition of diet with relation to 
composition of blood serum and the composition 
of the inorganic fraction of mineralized tissue, 
conducted in the laboratory of the Jewish Hospi- 
tal of Brooklyn, led to the formulation of the 
following hypothesis relating to dental caries: 
High phosphate diets produce teeth which are 
less vulnerable to caries because their relatively 
low carbonate content renders them resistant to 
acid attack. 

Experimental work with cotton rats has borne 
out the fact that phosphate has a cariostatic effect. 
The experimental evidence suggests that there 
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are ways in which this cariostatic effect may oc- 
cur: 

1. Increased phosphate in blood serum and 
saliva may alter the composition of the tooth. 

2. Direct action of soluble phosphate in the 
saliva may reduce solubility of tooth mineral, as 
well as neutralize bacterial acids in the mouth. 

It is hoped that future investigations will more 
closely define the mechanism through which the 
cariostatic effect of dietary phosphate supple- 
ments is accomplished. 


The bibliography lists 53 references. 
Sobel, Albert E. Jewish Hospital of Brooklyn, Brooklyn, 
N.Y. Interrelationship of tooth composition, body fluids, diet, 


and caries susceptibility. J.Philippine D.A. 14:4:7-19 April 
1961 


Relations between salivary mucoids 
and dental caries 


The exact biochemical composition of the salivary 
mucoids has remained undetermined for many 
years. However, Knox and Still (1953), Irwin and 
Leave (1957) and Berggaard and Werner (1958) 
have investigated the mucoids of human saliva 
excreted by the sublingual, submaxillary and pa- 
rotid glands and, probably, by small glands of the 
oral mucosa. 

A comparatively large quantity of the acids 
produced by bacterial decomposition of the car- 
bohydrates in the mouth participate in the dis- 
tribution of the salivary mucoids to the tooth 
surfaces, thereby creating a continuous plaque 
formation. 

Stralfors (1950), Miller, Muntz and Bradel 
(1940), Englander, Carter and Fosdick (1956), 
Frostell and Rhodin-Blomberg (1957), Toverud 
and Hagen (1957) and Eggers Lura (1958) 
have investigated the possibility of a relation 
between caries susceptibility and the acid-forming 
activity of the bacterial plaques without obtain- 
ing conclusive results. An almost unanimous con- 
clusion has been drawn that a definite relation 
exists between susceptibility to caries and the 
biodynamic activity of the salivary mucoids. 

The mechanism of chelation, discovered by 
Schatz and co-workers (1954), appeared to be 
one of the nonacid biochemical processes which 
seem to promote the development of carious 
lesions in deciduous teeth (Martin, Karlson and 


Schatz, 1956). It was demonstrated that the ef- 
fect of the nonacid chelating mechanism was sig- 
nificantly stronger than that of the acid mechan- 
ism. 

If it could be established biochemically that 
the salivary mucoids of the bacterial plaques con- 
tain specific chelating, complex-forming and min- 
eralizing agents, and that these agents vary quan- 
titatively in caries-susceptible and caries-resistant 
persons, an entirely new concept of the etiology 
of caries could be formulated. 

The present study was designed to determine 
whether or not chelating fractions of carbohy- 
drates or proteins exist in salivary mucoids. 

There were 18 subjects. Group 1 consisted of 
7 persons who were relatively resistant to caries; 
Group 2 consisted of 3 persons who were rela- 
tively susceptible to caries, and Group 3 consisted 
of 8 persons who were highly susceptible to 
caries. 

Two hours after the last meal, the saliva ex- 
creted by the submaxillary and sublingual glands 
was collected. Parotid saliva, containing less sialo- 
protein, was excluded. The salivary flow was stim- 
ulated by preparing an experimental cavity and 
establishing a contact between amalgam particles 
and the oral mucosa. 

Group 1 showed the following contents of 
chelating sialine: 18.4, 16.2, 22.8, 25.4, 15.2, 
17.9 and 20.2 per cent; Group 2; 10.1, 5.7 and 
13.1 per cent, and Group 3: 10.4, 9.8, 8.8, 7.6, 
11.9, 5.8, 6.6 and 10.8 per cent. The salivary 
mucoids exhibited a definite decalcifying action 
at a neutral pH. Addition of monosaccharides, 
disaccharides, trisaccharides and polysaccharides 
increased the sialine contents of salivary mucoids 
significantly. 

The results of the investigation demonstrated 
that a significant variation in the mucoid contents 
of saliva exists between caries-resistant and caries- 
susceptible persons. 

Although no definite correlation between the 
mucoid content of human saliva and the individ- 
ual susceptibility to caries could be determined, 
the presence of an enzyme mechanism causing 
depolymerization of salivary mucoids and decalci- 
fication of tooth structures must be taken into 
consideration. 

Recent investigations by Stralfors and Ericsson 
(1959) have demonstrated that the bacterially 
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fermented salivary sugar contains a specific acid 
which is not identical with either lactic acid or 
any other acid produced by microorganisms. 
Probably this acid is sialine acid (C,,H.,N) 
which had been experimentally produced by the 
author after saccharides were added to the sali- 
vary mucoids. 

To demonstrate a definite relation between sus- 
ceptibility to caries and the contents of salivary 
mucoids, further studies using a more rapid and 
more accurate method are required. 

Eggers Lura, Halfdan. Algade 28, Holbaik, Denmark. Eine 


Untersuchung iiber die Beziehung des Speichelsialins zur 
Karies. Deut.zahnirztl.Zschr. 15:963-966 July 1, 1960 


Miscellaneous 


Odontoblasts: vacuoles and inclusions 


Healthy human deciduous and permanent teeth 
were sectioned longitudinally within minutes 
after extraction. Also, fresh suspensions of odonto- 
blasts scraped from the pulp chamber were stud- 
ied and utilized as heat-fixed smears and as smears 
made from pulps. 

Vacuolization of the odontoblasts in the coronal 
portion of the pulps was found in each specimen; 
approximately every third to fifth cell was af- 
fected. The vacuoles varied from several microns 
in diameter to a proportion which appeared to 
engulf the nucleus. Cells in all levels of the pali- 
sade of odontoblasts were vacuolated. The vac- 
uoles were observed in about the same frequency 
in fresh smears, heat-fixed smears, and smears 
made from fixed material. 

Spherical bodies 1 to 2 microns in diameter 
were found in the cytoplasms of odontoblasts. 
The granules appear to form in the cytoplasm 
among the mitochondria in the Golgi zone and 


then to be engulfed by the forming vacuoles in 


many instances or to pass peripherally into the 
odontoblastic process within the dentinal tubule. 
When the granules are seen in the vacuoles, they 
exhibit brownian movement which apparently is 
limited by filamentous partitions within the vac- 


DENTAL RESEARCH = 597 


uoles. The granules also appear to be “discharged” 
into the predentin among the Korff’s fibers when 
the odontoblast disintegrates as a part of its cycle. 
In addition, the granules appear in greater num- 
bers in the odontoblastic processes subadjacent to 
areas of experimental injury to the tooth surface. 

It would appear that the described vacuoles 
and granules represent a specific physiologic ac- 
tivity in odontoblasts and that the migration of 
the granules into the peripheral dentin through 
the odontoblastic processes is a function of the 
maturation of dentin. Also, since the granules are 
more numerous in the injured cells, they may 
represent a specific response to stimulation by in- 
jury. It may be concluded further that the gran- 
ules are basically lipid because of the solubility 
factors and the response to osmification. 


Stewart, J. M. Good Samaritan Hospital, West Palm Beach, 
Fla. Odontoblasts: vacuoles and inclusions. Science 133:1011- 
1012 March 31, 1961 


Hydrogen-bonding 
in calcium-deficient hydroxyapatites 


Many calcium phosphates precipitated from solu- 
tions give the x-ray diffraction pattern of hydrox- 
yapatite but depart from the ideal stoichiometric 
this com- 
pound. Pure hydroxyapatite can be prepared only 
under hydrothermal bomb conditions, whereas 
the appearance of hydroxyapatites with a low 
calcium-phosphorus ratio from aqueous prepa- 
rations seems to be the rule rather than the excep- 
tion. 

Index of the data on density, refraction and 
x-ray diffraction have shown that it is possible to 
have calcium ions missing randomly from certain 
positions in the hydroxyapatite structure. To effect 
electrical neutrality, it was suggested that hydro- 
gen bonds, in proper proportion, must be present 
between the oxygens of adjacent orthophosphate 
groups (Posner and Perloff, 1957). 

A series of hydroxyapatites deficient in calcium 
were prepared by methods outlined by Likins, 
McCann, Posner and Scott (1960), and examined 
by x-ray diffraction to ascertain that each prepa- 
ration represented a single phase. The samples 
were analyzed gravimetrically for calcium, and 
by a differential spectrophotometric method for 
phosphorus. 
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Average indices of x-ray refraction of the sam- 
ples, obtained by the double-diaphragm method 
of oblique illumination, confirmed the chemical 
and roentgenographic evidence that these samples 
were calcium-deficient hydroxyapatites. 

The experiment has implications beyond the 
synthetic calcium phosphates investigated. It in- 
dicates that the mineral portions of bone and tooth 
tissues are calcium-deficient hydroxyapatites. The 
possible presence of hydrogen bonds in the sam- 
ples examined may provide a much needed pa- 
rameter for the stoichiometric estimation of the 
biologic hydroxyapatites under varying condi- 
tions. 

There are many nonstoichiometric, inorganic 
systems in which hydrogen-bonding between 
electro-negative ions may provide a balance be- 
tween chemical perfection and imperfection (pro- 
duced by missing cations). 

Posner, Aaron S.; Stutman, Joel M., and Lippincott, Ellis R. 
National Bureau of Standards, Washington 25, D.C. Hydro- 


gen-bonding in calcium-deficient hydroxyapatites. Nature 
188:486-487 Nov. 5, 1960 


Antimicrobial effect of the exudate 
from the healthy gingival crevice 


Brill has suggested (1959) that the tissue fluid 
exudate from the clinically healthy gingival crev- 
ice may contain certain humoral defense factors 
which could have an antimicrobial action within 
the gingival crevice. 

The subjects in this study consisted of 15 dental 
students ranging in age from 18 to 25 years. All 
maintained a high standard of oral hygiene. The 
flow of tissue fluid exudate was stimulated by 
having each subject chew 20 cc. of paraffin wax 
for ten minutes. 

With the method of Brill and Krasse (1958), 
the fluid was collected by means of sterile tapered 
filter paper strips. As controls, samples of fluid 
were taken from two gingival crevices from each 
subject prior to stimulation, and one strip was 
moistened with saliva in the vicinity of the 
crevices after stimulation. The antimicrobial ef- 
fects of the samples of fluid were evaluated. 

In no instance was there any inhibition of the 
uniform growth of Streptococcus salivarius in the 
vicinity of the strips. 

The 30 strips containing absorbed exudate 


from unstimulated crevices, the 71 strips taken 
after stimulation, and the 15 strips containing 
absorbed saliva gave in each instance a similar 
pattern of microbial growth. The organisms pres- 
ent in each instance were mixed, and included 
Neisseria, diphtheroids, streptococci, staphylo- 
cocci and other common oral organisms. 

The tissue fluid exudate from the clinically 
healthy gingival crevice has no appreciable bac- 
teriostatic or bactericidal effect. The fluid gave a 
profuse growth of mixed oral organisms, thus cast- 
ing doubt on the view that the clinically healthy 
gingival crevice is sterile. 


Collins, A. A., and Gavin, J. B. Dental School, Otago Uni- 
versity, Dunedin, New Zealand. An evaluation of the anti- 
microbial effect of the fluid exudate from the clinically healthy 
gingival crevice. J.Periodont. 32:99-101 April 1961 


Personality characteristics in patients 
with temporomandibular joint symptoms 


A standard personality inventory (the Minnesota 
Multiphasic Personality Inventory) was used to 
compare certain characteristics of 70 patients 
with temporomandibular joint disturbances to 
those of 70 subjects who required no dental treat- 
ment and to those of 70 patients about to undergo 
oral surgery. 

The patients in the experimental group re- 
sponded to 48 of the 566 items of the inventory in 
a manner to discriminate between that group and 
the control group requiring no dental treatment, 
at or beyond the 0.05 significance level. The con- 
tent of 20 of the 48 items was judged to be pri- 
marily behavioral and, for the most part, could 
not be clearly identified with temporomandibular 
joint symptomatology. 

Eighteen items discriminated significantly be- 
tween the presurgery and the control groups. The 
finding that only six items similarly distinguished 
both the temporomandibular joint and the pre- 
surgery groups from the control group precluded 
an interpretation which would implicate acute 
situational anxiety as a principal factor mediating 
the responses of the temporomandibular joint pa- 
tients. 

It appears that patients who manifested dis- 
turbances of the temporomandibular joint re- 
sponded to items of a standard personality inven- 
tory in a predictable manner, which deviated 
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from the manner of responding of a matched 
normative group. 

It is not now possible to determine whether 
specific personality characteristics are causative 
factors of temporomandibular joint disturbances 
or stem from such disturbances. It may be possible 
to devise a test which will identify those persons 
with a characteristic “temporomandibular joint 
profile” and which will discriminate between so- 
matic and behavioral types. 

McCall, Clarence M., Jr.; Szmyd, Lucian, and Ritter, Rich- 
ard M. Box 78, 6332 U.S. Army Dispensary, APO 239, San 
Francisco, Calif. Personality characteristics in patients with 


temporomandibular joint symptoms. J.A.D.A. 62:694-698 
June 1961 


Effects of endocrine disturbances 
on the periodontal tissues 


Endogenous disturbances, especially dysfunction 
of the endocrine system, must be considered as 
possible etiologic factors in many instances of 
progressive marginal periodontitis. 

The relation between functional disorders of 
the endocrine system and the periodontium was 
investigated in 20 albino rats at the Dental Clinic 
of the University of Mainz, Germany. 

The 20 adult (five to six months old) albino 
rats were divided into three groups. Group 1 
consisted of 10 animals (five males and five fe- 
males). Group 2 consisted of six animals (three 
males and three females), and Group 3 (the 
control group) consisted of four animals (two 
males and two females). 

Six animals of Group 1 received 5,000 r irradi- 
ation to the hypophysis cerebri with Chaoul’s tube 
1 for a total of 585 seconds. The central roentgen 
ray beam entered the calvarium in a cranial direc- 
tion. The other four animals received 1,000 r irra- 
diation through the temporal region with Chaoul’s 
tube 3. In all experiments, the adjacent areas were 
carefully covered to prevent direct damage. 

The animals of Group 2 received 1,000 r irradi- 
ation to the testes or ovaries with Chaoul’s tube 3 
for 180 seconds. 

Before and during the experiments, all animals 
received the normal diet. 

Immediately after irradiation, all animals of 
the experimental groups exhibited an apathetic 
behavior. On the ninety-fifth day, the animals 
were killed with chloroform. 
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Macroscopically, inflammatory changes in the 
gingiva were observed in all animal specimens; 
tooth mobility was pronounced in Group 2. His- 
tologic examinations of the testes and ovaries of 
the animals of Group 2 revealed severe pathologic 
changes, whereas in Group 1, the suprarenal re- 
gion was grossly affected. 

The most severe alterations, however, were 
observed in the periodontal membrane, the gin- 
giva and the alveolar bone. Deterioration of the 
general health of all treated animals was demon- 
strated. 

Histologic examination showed important and 
pathologically significant alterations of the osseous 
and soft tissues of both jaws (pronounced in the 
upper jaw), and severe damage to the thymus, 
thyroid, adrenal and pituitary glands, the hypoph- 
ysis, testes and ovaries. 

The periodontal alterations were characterized 
by epithelial proliferations toward the tooth apex, 
formation of deep periodontal pockets, alveolar 
resorption and inflammatory infiltration; all are 
symptoms characterizing the clinical picture of 
chronic progressive marginal periodontitis in man. 


Kluczka, J.; Rozeik, F., and Herrmann, M. Saarstrasse 21, 
Mainz, Germany. Die Auswirkungen endokriner Stérungen auf 
das Paradont. Parodontol., Ziirich 15:32-41 Feb. 1961 


Studies on the inheritance of dental caries 


A crossbreeding experiment was conducted with 
the Harvard strains of caries-susceptible and 
caries-resistant rats, to evaluate in detail the rela- 
tion between the transmissibility of oral micro- 
organisms and the inheritance of caries suscepti- 
bility and caries resistance, and the relative influ- 
ence of the father, the natural mother and the 
nursing mother on the caries activity of the off- 
spring. 

The same adult rats of the two strains with 
appropriate matings were used to produce pre- 
experimental and postexperimental controls and 
the crossbred offspring. A comparison was made 
of the dental caries experience of 103 purebred 
caries-resistant rats, 83 purebred caries-suscepti- 
ble rats, 262 representatives of the cross of suscep- 
tible males and resistant females, and 178 repre- 
sentatives of the cross of resistant males and 
susceptible females. 
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The data indicate that the caries susceptibility 
in these strains of rats is about equally dependent 
on the inheritance from the father and from the 
mother, and that caries activity is influenced rela- 
tively little, if at all, by the caries susceptibility or 
the caries resistance of the nursing mother. The 
average caries experiences of the representatives 
of the two separate crosses, susceptible male by 
resistant female and resistant male by susceptible 
female, were indistinguishable from each other. 

Considerable variations in caries activity were 
observed within most of the crossbred litters. It 
was common for litters to contain one or more 
members that exhibited a very high caries activity, 
several members with intermediate levels of 
caries activity, and one or more members with a 
very low caries activity or freedom from caries. 
The average caries experiences of most litters 
were in the middle third of the spectrum. The 
average caries experiences of the two populations 
of crossbred rats were significantly higher than 
for purebred rats of the caries-resistant strain, and 
significantly lower than for purebred rats of the 
caries-susceptible strain. 

Shaw, J. H., and Griffiths, D. Harvard School of Dental 
Medicine, Boston 15, Mass. Studies on the inheritance of 


dental caries in the Harvard strains of caries-susceptible and 
caries-resistant rats. Arch.Oral Biol. 3:247-257 June 1961 


Pathology 


Dental manifestations of mongolism 


Eighty mongoloid patients at the Levin Farm 
Hospital in Levin, New Zealand, were examined 
orally. The incidences of periodontal disease, mal- 
occlusion, congenitally missing teeth, calculus 
and dental caries were recorded. Of the 80 pa- 
tients, 49 were under the age of 15 years. Seventy- 
two (90 per cent) of the 80 patients had perio- 
dontal disease, which, in this group of patients, 
seems to commence at an early age, to attack the 
incisor region, and to bear little relation to local 
etiologic factors. 

Ten patients (13 per cent) had mild gingivitis; 
6 (8 per cent) had moderate gingivitis; 9 (11 
‘per cent) had severe gingivitis, and 47 (59 per 


cent) had periodontitis. Gingival ulceration was 
observed in 34 (42 per cent) of the patients. 

Thirty-six patients (49 per cent) had Angle’s 
Class III malocclusion; 24 patients (30 per cent) 
had crowded anterior teeth; 5 (6 per cent) had 
retained deciduous teeth, and 31 (39 per cent) 
had posterior cross-bite. Twenty-two of the 31 
patients with posterior cross-bite also had Class 
III malocclusion. 

Of the 21 patients in the group 8 to 13 years 
old, 12 had both upper permanent lateral incisors 
missing. Six patients exhibited bilateral loss of 
lower incisors. 

Calculus formation was not pronounced among 
these patients. There was no correlation between 
the state of oral hygiene and the presence of 
periodontal disease. 

Thirty-five patients (44 per cent) had caries- 
free dentitions. Freedom from caries in these 
patients does not appear to be related to oral 
cleanliness. 

The results of this survey show that periodontal 
disease commences at an early age in mongoloids, 
and in a serious form, and that the alveolar bone 
soon is involved. The clinical features of a typical 
case are as follows: In a very young mongoloid, 
the first indication of the onset of periodontal dis- 
ease is a severe gingivitis, with ulceration and 
sloughing of the interdental papillae and gingival 
margins. In the child two to five years old the 
condition is more acute than in older patients; 
the child is irritable, with a slightly raised tem- 
perature, and the gingivae are painful, making 
feeding and oral hygiene procedures difficult. 
Local treatment results in a rapid improvement, 
but the gingivae remain chronically inflamed. In 
the older patient, severe bone loss and gingival 
recession are the most noticeable features. Tooth 
mobility is common, and exfoliation (particularly 
of the lower incisors) is common. 

Brown, R. H., and Cunningham, W. M. Levin Farm Hos- 
pital, Levin, New Zealand. Some dental manifestations of 


mongolism. Oral Surg.,Oral Med.& Oral Path. 14:664-676 
June 1961 


Functional ischemia 
of the tip of the tongue 


An examination of the tongue, carried out in 2,000 
patients at the Dental Clinic of the University of 


‘ 


DENTAL RESEARCH 601 


Budapest, Hungary, revealed that forceful exten- This phenomenon is associated with a localized 
sion (stretching) and contraction of the muscles and temporary deficiency of blood in the hyoid 
of the tongue caused the formation of ischemic and dorsal branches of the sublingual and deep 
spots on the tip of the tongue of some patients. lingual arteries. 


Figure 1 (Right) The course of the hyoid and dorsal 
branches of the deep lingual artery. a = in the relaxed, 
resting tongue. b = in the stretching tongue. c = in 
the ischemic region of the tongue 


Figure 2 (Below, left) Functional ischemia of the tip 
of the tongue in a senescent patient 


Figure 3 (Below, right) Functional ischemia of the 
tip of the tongue in an adolescent patient 
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Measurements with a_ self-registering skin 
thermometer showed significant differences (de- 
crease of approximately 1.5°C.) between the sur- 
face temperature of the relaxed, resting tongue 
and that of the ischemic tip of the tongue during 
the extended and contracted phase of the mus- 
cular movement. 

Functional ischemia of the tip of the tongue, 
however, may develop independently from a 
weakened musculature or impaired contractility 
of the tongue or from pathologic changes occur- 
ring in the tongue which may impede or block the 
muscular movements or alterations such as normal 
shortening or thickening and lengthening or thin- 
ning of the tongue. 

Functional ischemia of the tip of the tongue has 
been observed in patients of different age and 
sex. This condition occurred after extension or 
contraction of other muscles or muscle groups of 
the maxillofacial region, and may be associated 
with Raynaud’s disease or angina pectoris vaso- 
motoris as an accompanying symptom probably 
caused by an anatomic peculiarity of the tongue. 


Balogh, K. Dental Clinic, University of Budapest, Maria 
Utca 52, Budapest 8, Hungary. Die funktionelle Ischimie der 
Zungenspitze. Zahnirztl.Welt & Reform 61:682-683 Nov. 10, 
1960 


Dental materials 


Methods to describe the surface structure 
of nonmetallic baseplate materials 


Several mensurational technics used in mechani- 
cal technology were applied to examine the sur- 
face structure of various nonmetallic denture base 
materials. Three methods were used: (1) study 
of the surface with a Sip profile projector Type 
AP-9, using incident light; (2) surface recording 
with the Talysurf Model 3 apparatus, and (3) 


microscopy with the Schmaltz light section micro- 
scope. Each method was used to test five samples 
each of rubber, of Palladon acrylic resin, and of 
two fine-grained acrylic resins. The results suggest 
that the methods provide a fairly good impression 
of the surface structure of baseplate material. 

The term “surface structure” seems to be more 
appropriate than “surface porosity” which for- 
merly has been used in dental literature. 

The surface structure of nonmetallic denture 
base materials seems to be influenced strongly by 
the insulation medium used. Moreover, a wide 
variability was noted between different samples 
of the same material; this suggests that the factors 
that determine the course of vulcanization and 
polymerization cannot be held under control satis- 
factorily as regards surface structure with the 
technics applied in this study. These technics are 
fairly representative of those in current use in den- 
tal laboratories. 

If the methods described for examining the 
surface structure of nonmetallic denture base ma- 
terials are to be used, the following data must be 
provided: (1) the incidence and size of the pores, 
and their distribution over the surface; (2) the 
density and size of the warts; (3) the limiting 
values of the profile depth for the surface recorder 
if the surface structure is such that it can be regis- 
tered with the instrument, and (4) a description 
of the surface as it appears in the light section 
microscope, possibly with numerical values of 
profile depth. 

Numerical results should be evaluated with 
great care, since little is known of the clinical 
significance of the surface structure of denture 
base materials. It is commonly held that poor den- 
tal hygiene is a contributory factor in the occur- 
rence of denture sore mouth, and that a high sur- 
face porosity renders a denture difficult to clean 
properly. However, few authors have approached 
the problem objectively. 


Nyquist, Gite. Royal School of Dentistry, Umea, Sweden. 

surface structure of nonmetallic baseplate materials: a 
methodologic study. Trans.Roy.Schools of Den. 5:39-52 1960 
[in English] 
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Nutrition 


Periodontal disease and nutrition 
in Eskimo men 


In 1958, examinations for periodontal disease 
and nutritional status were made on 693 men 
of the two scout battalions of the Alaska Na- 
tional Guard. The men were all Eskimos. A 
similar study on caries status had shown that 
the incidence of caries was somewhat higher 
in northern than in southern Eskimos, and 
higher in men living in the principal villages 
than in men living in remote villages and primi- 
tive areas. When data on periodontal disease 
were contrasted for these same geographical 
groups, no differences of clinical or statistical 
significance appeared in men up to 34 years old. 
In older men, mean Periodontal Index and mean 
gingival recession scores were significantly 
higher in northern than in southern Eskimos and 
were closely related to mean DMF findings. DMF 
mean scores were 15.0, 6.5 and 1.3 for men 35 
years old and older in the three geographic 
groups; mean PI scores were 1.99, 1.72 and 1.05, 
and mean recession scores were 34.9, 28.2, and 
17.5. 

The original hypothesis—that a clear nutritional 
superiority would be found in men with the better 
periodontal conditions—was not supported. No as- 
sociation between signs of past or present perio- 
dontal disease and the levels of various nutrients 
in the Eskimo diet could be demonstrated. 

Men from about half the villages represented 
showed little indication of bone resorption, despite 
a high prevalence of active periodontal disease. 

Russell, A. L., Consolazio, C. Frank, and White, Carl L. 
National Institute of Dental Research, Bethesda, Md. Perio- 


dontal disease and nutrition in Eskimo scouts of the Alaska 
National Guard. J.D.Res. 40:604-613 May-June 1961 


Nutritional aspects of periodontal disease 


Periodontal disease occurs more frequently and 
progresses more rapidly in patients whose nutri- 
_ tional intake is inadequate. The response of the 


gingival tissues to periodontal treatment also is 
more rapid and effective in patients whose nutri- 
tion is adequate. Dentists, especially periodontolo- 
gists, are in an enviable position to detect early 
symptoms of nutritional deficiencies before phy- 
sicians are able to diagnose them, because many of 
the manifestations initially occur in the oral cavity. 

Periodontal disease occurs in patients of all age 
groups and, therefore, it is a serious health prob- 
lem, aggravated by the fact that it is associated 
with hemorrhaging, enlarged and inflamed gin- 
giva which mar the appearance of the patient’s 
face and mouth, and by the possible complication 
that large amounts of noxious material may be 
absorbed by the body through the blood stream. 

Nutritional deficiencies do not exist only in the 
lower income groups. Many dietary surveys made 
in Yugoslavia and in other European countries 
have revealed that inadequate nutritional intake 
is common in most groups; in the very young as 
well as in the very old; in the very poor as well as 
in the very rich: and in the rural as well as in the 
urban population. Limited budgets, specific idio- 
syncrasies and emotional factors play a significant 
part in the selection of the “civilized” diet, ex- 
tremely rich in refined starches and sugars and ex- 
tremely poor in minerals, proteins and vitamins. 
Dental research has demonstrated that the so- 
called “empty” calorie diet harmfully affects the 
teeth and the periodontal tissues. 

Inadequate nutrition contributes to the devel- 
opment of periodontal disease in at least three 
ways: 

1. By ingestion of an empty calorie diet causing 
primary malnutrition. 

2. By inability of the human organism to make 
full use of the ingredients of the diet causing 
secondary (conditional) malnutrition. 

3. By the constant selection of soft foods with 
poor texture (consistency) which does not pro- 
mote sufficient dental and intestinal functions. 

Unless some general disease is present which 
may interfere with normal digestion, absorption 
and assimilation of food, the average patient with 
periodontal disease can be helped by his dentist 
in the selection of an adequate diet. There are a 
few simple rules to be followed: 

Cakes, candies, pastries, chocolate and products 
containing refined white flour and sugar should be 
limited or eliminated. These foodstuffs form the 
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empty calorie diet which lacks minerals, proteins 
and vitamins. They also cling to the surfaces of 
the teeth and their supporting tissues and are 
difficult to remove by brushing, thereby aiding the 
production of dental caries and periodontal dis- 
ease. 

Raw vegetables, best in the form of a tossed, 
mixed, green salad, should be eaten every day. 

The daily diet should include at least one egg, 
preferably boiled or poached. 

Whole grain bread and cereal should replace 
bakery products made of refined white flour. 

Milk (skimmed milk or buttermilk), at least 
three glasses, should be taken every day. Milk 
products (such as cheese) can replace some of the 
milk (% pound equals about 1 quart of milk). 

Every meal should be terminated with a fruit 
portion (raw or stewed). Canned fruits should be 
nonsweetened. 

Meat of the inner organs (especially liver) 
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should be consumed at least once a week, prefer- 
ably broiled. 

Fruit juices can be taken three times daily, 
substituting for sugary soft drinks. 

Fish or other sea foods should be consumed 
once a week. 

Fats should be used sparingly. 

Although dental caries accounts for the prema- 
ture loss of many teeth, it is not nearly as potent a 
factor in this regard as is periodontal disease. 
Activity and severity of periodontal disease are 
closely related to the nutritional intake and the 
general health of the individual patient. Nutri- 
tional deficiencies, therefore, affect the perio- 
dontal tissues adversely, because these tissues 
depend on a continuous supply of essential nutri- 
ents from the daily diet to replace worn-out or 
diseased tissue. 


Brenéié, Lojze. Zaloska Cesta 2, Ljubljana, Yugoslavia. 
Dieta pri parodontozi. Zobozdraw.vest. 15:215-219 Dec. 
1960 


School dental service 


A commercial protective mouthpiece 
for football players 


The effectiveness of a commercial protective 
mouthpiece, the Featherbite Mouthpiece, was 
evaluated. The experimental group consisted of 
80 players of the varsity squads of two Indianap- 
olis high schools. The control group consisted of 
240 varsity football players from six other In- 
dianapolis high schools. The Featherbite Mouth- 
piece consists of an outer latex shell which is filled 
with a thermoplastic material which, when heated 
in boiling water, softens and allows the mouth- 
piece to be custom-fitted. 

No dental injuries were reported among the 80 
protected players. Among the 240 unprotected 
boys were 25 dental injuries (10.4 per cent). 
Total injuries (bodily and dental) were 16 among 
the 80 experimental players (20 per cent), and 
97 among the 240 control members (40 per cent). 

The compatibility of the test mouthpiece did 
not prove to be as satisfactory as anticipated. At 
the conclusion of the season only 16 players were 


wearing their mouthpieces at each of the two 
schools. The remaining 48 participants reported 
the mouthpieces unsatisfactory. Thirty-five play- 
ers said the mouthpiece was too bulky, or re- 
ported a tendency toward gagging or difficulty 
in breathing with the mouthpiece in place. Seven 
found the material of the mouthpiece too stiff and 
hard, and six reported miscellaneous reasons for 
not wearing the mouthpiece. 

The reduction in bulk of the mouthpiece, par- 
ticularly in the anterior segment, and the use of a 
material with more flexibility, may render this 
mouth protector more acceptable. 


Moon, Donald G., and Mitchell, David F. Department of 
Biochemistry, Indiana University, Indianapolis, Ind. An evalua- 
tion of a commercial protective mouthpiece for football players. 
J.A.D.A. 62:568-572 May 1961 


Dental health education programs 
for children 


In dental health, as in most other aspects of health, 
all children cannot meet a single, ideal standard. 
Too many factors which the child, the parents or 
the dentist cannot control determine dental health 
status. Heredity, the socioeconomic level of the 
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family and the availability of dental care can be 
either assets or handicaps to a child’s dental health 
status. Rather than setting a standard goal for all 
children, dental health education should aim to 
help each child achieve his individual highest 
potential for dental health. 

Any type of activity which emphasizes compari- 
son has limited usefulness in dental health educa- 
tion programs for children. Too much depends on 
factors over which the child has no control. A 
better approach is to make personalized dental 
health recommendations and to commend the 
child for whatever improvement is achieved, 
whatever good is maintained, or whatever bad 
is averted. The dental health competitions 
which still are staged are seldom initiated by 
educators. In place of a “best smile contest,” the 
funds might better be used to provide mouth 
guards for all children engaged in contact sports. 

Information selected for dental health educa- 
tion programs for children should be scientifically 
accurate and up-to-date. It should be information 
for which the child, at his particular age, has 
understanding and use. For example, the seven 
year old child who is entering the period of mixed 
dentition will be interested in a simple explanation 
of what is happening in his mouth. The teen-ager 
probably will be interested in the esthetics of den- 
tal health with all its implications for his future 
social and vocational success. 

Although all dental health education should be 
as interesting as possible, the meaning of the in- 
tended message must not be lost. 

The influence of advertising on the dental 
health knowledge and practice of children cannot 
be ignored. Although ridicule would be an easy 
way to dispose of misleading advertising, a more 
reliable approach is to capitalize on the interest 
generated by the eye-catching commercial, to 
point out its errors and present the facts. If chil- 
dren can be taught to analyze health information 
to which they are exposed, to discriminate be- 
tween reliable and unreliable sources of health 
information, and to know where to go for accurate, 
up-to-date health facts, an important lifelong 
health education goal will have been achieved. 

Both the facts of dental health and the moti- 
vations for dental health practices should have 
potential for carry-over into later years; these facts 
-and motivations should be as reasonable in adult- 


hood as in children. A row of gold stars for brush- 
ing your teeth all week is not a strong motivation 
for maintaining oral hygiene at 20 years of age. 
But a mouth which looks and feels clean is as good 
a reason for brushing the teeth at age 40 years as 
at age 6 years. 

Children learn from the environment. The 
child’s environment at home, at school and in the 
community should provide opportunity for living 
which augment and confirm the dental health 
teaching to which he has been exposed. It is incon- 
sistent to have candy vending machines in the 
halls of the same schools which teach in their 
classrooms that excessive sweets are detrimental 
to dental health. 

Children also learn from example. All persons 
teaching dental health to children should exem- 
plify, in appearance and practice, the facts and 
habits which they are encouraging children to 
appreciate. 

Health teaching should never place a child in 
an embarrassing position or leave him open to the 
disparaging remarks of other children. 

Since the dental health status of a child is deter- 
mined so largely by the actions of adults responsi- 
ble for his welfare, the dental health education 
program also must influence the thinking and ac- 
tions of parents, health workers, teachers, and 
others closely associated with children. Health 
education needs to reach out to the entire com- 
munity if some of the most important goals of the 
dental program are to be achieved. 


Warner, Elizabeth M. U.S. Public Health Service, Wash- 
ington, D.C. Guidelines to dental health education programs 
for children. J.School Health 31:193-198 June 1961 


Miscellaneous 


WHO program for preventing, treating 
periodontal disease 


To focus world-wide attention on the preva- 
lence and severity of periodontal disease, the 
World Health Organization last year convened a 
meeting of an Expert Committee on Dental 
Health to review present knowledge of the subject 
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and to suggest how the control of periodontal dis- 
ease should be attempted. 

The committee discussed the course of perio- 
dontal disease, prevention and treatment, pro- 
posed an expanded role for the dental hygienist, 
and recommended more research on the eti- 
ology and epidemiology of the disease. 

In general, local rather than systemic factors 
appear to be responsible for initiating perio- 
dontal disease. The most important single eti- 
ological factor is the deposition of bacterial 
plaques, consisting mainly of living microorgan- 
isms. As the organisms multiply, the plaques 
tend to grow below the gingival margin toward 
the apex of the tooth. The irritation produced 
by the bacteria and their toxins leads to degener- 
ation of the crevicular epithelium with inflam- 
mation of the adjacent connective tissue and 
formation of a pathologic pocket in the gingival 
crevice. The deeper layers of the bacterial 
plaque often degenerate and become calcified 
to form calculus which is firmly attached to the 
tooth. 

Since the damage caused by periodontal dis- 
ease is irreparable, preventive measures should 
be instituted early in life. The aim must be to 
prevent the accumulation of bacterial plaques 
and to ensure healthy development of the 
periodontal structures, so that they are able to 
resist infection should it occur. 

To prevent the accumulation of bacterial 
plaques and the formation of calculus, the teeth 
and gingiva should be brushed after every meal, 
or at least twice a day. The mouth should be 
rinsed after toothbrushing to remove loosened 
debris. 

Ideally, every person should pay regular 
visits to the dentist, preferably every six 
months, for examination of the teeth and perio- 
dontium. On these occasions, all deposits of 
calculus should be removed. 

Improvement in oral hygiene should be 
within the reach of all populations. In this 
sense, the prevention of periodontal disease is 
largely a personal responsibility; the main tasks 
of the public health authority are to educate the 
public in preventive measures and to provide 
an adequate dental health service. 

The removal of supragingival calculus by 
scaling and subsequent polishing can be done 
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just as efficiently by a dental hygienist as by a 
fully trained dentist. The widespread use of 
dental hygienists would appear to be a practi- 
cal and relatively inexpensive method of con- 
trolling periodontal disease. 

The treatment of patients with subgingival 
calculus or with acute gingivitis always should 
be under the supervision of a general practi- 
tioner or periodontist. 

WHO should sponsor epidemiological inves- 
tigations to determine why periodontal disease 
is more prevalent in certain ethnic groups than 
in others, and on the etiological significance of 
such factors as nutrition, dietary habits and 
systemic disease. 


Palais des Nations, Geneva, Switzerland. Periodontal dis- 
ease. WHO Chron. 15:151-155 April 1961 


Toxicity tests 
with five brands of tooth paste 


Some infants and young children habitually 
eat and swallow comparatively large quantities 
of tooth paste. Most tooth pastes contain chem- 
ical substances such as calcium carbonate, 
calcium phosphate, calcium sulfate, sodium 
metaphosphate, aluminum oxide, magnesium 
carbonate, magnesium phosphate, sodium bi- 
carbonate, sodium chloride, glycerin, propy- 
lene glycol, sorbitol, carbohydrate and cellulose. 

To demonstrate whether or not the contents 
of a certain brand of tooth paste will be danger- 
ous to infants or young children, toxicity tests 
with five brands of tooth paste were carried out 
at the pharmacologic laboratory of the Univer- 
sity of Utrecht, The Netherlands. The tooth 
paste brands tested were: (1) Prodent; (2) 
Colgate; (3) Kolynos; (4) Medinos, and (5) 
Aronal. 

In the tests the toxicity was expressed by 
fractions indicating the ratio between the 
smallest amount of tooth paste that will cause 
death to experimental animals (mice) and the 
body weight of that animal. An oral dose of 
0.02 ml. of tooth paste per 1 Gm. of body 
weight was administered to each animal. 

This comparatively large dose of tooth paste, 
regardless which of the five brands was tested, 
was well tolerated by all animals; there was not 
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a single instance of symptoms indicating poi- 
soning. 

However, an identical dose of a tooth paste 
prepared in the laboratory according to a pre- 
scription for a paste soldiers used during World 
War I (Maclean’s tooth paste) killed 16 mice 
in a group of 29. There were central degenera- 
tion of the liver and necrosis in kidneys. Later, 
the investigators were informed that large 
amounts of this tooth paste had been used to- 
ward the end of the war to attempt or commit 
suicide. 

The results of this investigation indicate that 
the use of a new tooth paste appearing on the 
market may be harmful and even dangerous, 
as long as the toxicity tests have not revealed its 
innocuousness. 

Therefore, parents must teach infants and 
children to use tooth pastes properly and not to 
eat or swallow parts of them. 

Van der Woerd, L. A. Pharmacologic Laboratory, Univer- 
sity of Utrecht, Prins Mauritslaan 29, Utrecht-Bussom, The 


Netherlands. Kunnen tandpasta’s voor ‘pasta-entende’ kleuters 
gevaarlijk zihn? Tschr.tandheelk. 68:409-417 June 1961 


The Calculus Surface Index method 
for scoring clinical calculus studies 


A study was conducted to devise and evaluate 
a method for the clinical measurement of den- 
tal calculus formation, for use in short-term 
testing programs. 

Preliminary observations led to the selection 
of the four mandibular incisors as the teeth to 
be graded. Calculus was considered to be pres- 
ent if any amount, supragingival or subgin- 
gival, could be detected either visually or by 
touch. A no. 23 dental explorer and a mouth 
mirror were the only instruments used. 

Four surfaces—two proximal, one labial and 
one lingual—on each mandibular incisor were 
examined. A number (zero to four) correspond- 
ing to the number of surfaces on which calculus 
had occurred, was assigned to each tooth. The 
total number of surfaces on which calculus was 
detected was considered to be the subject's cal- 
culus score, and is referred to as the “Calculus 
Surface Index” (C.S.L.). 

Fifty-six adults, selected because of histories 

of unusually high calculus formation, served as 


subjects. Each received a dental prophylaxis 
and was assigned to Group I or to Group II, 
dependent on the flip of a coin. For two months, 
Group I received treatment X while Group II 
received treatment Y. The subjects then were 
graded for calculus. Each subject received a 
second prophylaxis and was switched to the 
alternative treatment. After a second period of 
two months, both groups again were graded. 
All subjects were graded by each of two den- 
tists, the same dentist always grading first. 
Neither dentist knew the scores given by his 
colleague, nor did he know the treatment sched- 
ule for any patient. 

A comparison of the mean scores for each 
treatment showed a difference of 0.35 surfaces 
in favor of treatment X; to be significant statis- 
tically, the difference would have had to be as 
large as 0.54 surfaces. 

Agreement on scores between examiners was 
rather good. The grading method appears to 
lend itself to an acceptable uniformity of appli- 
cation. For individual subjects, frequently there 
was a nonuniform disagreement between exam- 
iners. Most likely, this was brought about by 
the fact that the second examiner was grading 
surfaces that had been altered by the first ex- 
aminer. It would be better to conduct clinical 
calculus tests using only one examiner whose 
ability to grade consistently has been demon- 
strated. 

The Calculus Surface Index appears to be 
useful in evaluating treatments intended to 
affect dental calculus formation. 

Ennever, J.; Sturzenberger, O. P., and Radike, A. W. Divi- 
sion of Dental Research, The Procter & Gamble Company, 
Cincinnati, Ohio. The Calculus Surface Index method for 


scoring clinical calculus studies. J.Periodont. 32:54-57 Jan. 
1961 


Highlights of research 
in public health dentistry, 1956-1960 


Dental public health research has been defined 
as “the development of new, and the improve- 
ment of current intelligence, methods, and 
technics which can be applied in public health 
practice and programs to improve and maintain 
dental health.” 

Reports on water fluoridation continue to 
substantiate the effectiveness, safety and econ- 
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omy of this public health procedure. However, 
constant vigilance and surveillance are re- 
quired to maintain fluoride concentrations up 
to optimum levels. 

Studies on the fluoridation of home and 
school water supplies show promise of bringing 
this preventive measure to the 40 per cent of 
the population not utilizing community water 
supplies. 

The defluoridation of high fluoride waters 
has proved practical in application and success- 
ful in preventing dental fluorosis. However, the 
cost appears to be a deterrent to wide appli- 
cation. 

Nutritional studies have provided no consist- 
ent patterns between nutrition and oral health 
status, and considerable research is needed in 
this field. However, the local action of refined 
carbohydrates and the frequency of between- 
meal snacks are related directly to dental caries 
rates. 

The most exciting happening in dental public 
health research in the past five years has been 
the development of indexes for measuring the 
extent of periodontal disease and the oral hy- 
giene status. The development of the Perio- 
dontal Index and the Oral Hygiene Index opens 
new vistas for study in these areas. Projects now 
can be developed to study the factors influ- 
encing periodontal disease in various groups 
and locations, to evaluate the results of differ- 
ent treatment procedures, various methods of 
personal care, or community dental health prac- 
tices, and to determine the effect of dental 
health education programs. 

Future research in public health dentistry 
should include several broad areas: testing and 
refinement of current indexes and the develop- 
ment of new indexes for measuring and studying 
the various dental diseases; expansion of studies 
of methods of preventing and controlling dental 
diseases; research in the behavioral sciences de- 
signed to provide means of reducing the time lag 
between the availability of prevention and control 
procedures and their acceptance by the public; 
projects to develop improved administration 
and evaluation of dental public health pro- 
grams; programs to investigate methods, media, 
personnel, and other factors in dental health 
education, and studies of manpower problems 
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including recruitment, retention, distribution 
and training of dental public health personnel. 


Law, Frank E. U.S. Public Health Service, Washington, 
D.C. Highlights of research in dental public health, 1956- 
1960, Am.J.Pub.Health 51:825-828 June 1961 


Caries etiology and control 


A practical method for reducing caries 
in children in low fluoride areas 


In this three-year study, the caries status of 250 
young children receiving topical applications of 
distilled water each six months and using a non- 
fluoride dentifrice daily was compared with that 
of 259 young children in the same community 
receiving a single topical application of stannous 
fluoride each six months and using a stannous 
fluoride dentifrice daily. 

At the final examination three years after the 
start of the study, the control group showed a 
three year caries increment of 3.11 DMF teeth 
and 7.60 DMF surfaces; the experimental group 
showed a caries increment of 1.34 DMF teeth 
and 2.81 DMF surfaces. The differences between 
the two groups represent reductions of 57 per 
cent in new carious teeth and 63 per cent in new 
carious surfaces. The most new surfaces decayed 
in any treated child during the three-year study 
was 14, whereas in the control group it was 50. 
The sizes of the carious lesions in the stannous 
fluoride group failed to increase as rapidly as 
those in the control groups. 


Muhler, Joseph C. Indiana University Medical Center, 
Indianapolis, Ind. A practical method for reducing dental caries 
in children not receiving the established benefits of communal 
fluoridation. J.Den.Children 28:5-12 First Quart. 1961 


Parotid saliva and its relation to dental caries 


Whether the amount of saliva secreted affects sus- 
ceptibility to dental caries continues to be dis- 
puted; the most general assumption is that the 
more saliva, the less decay. 

In this controlled study, two groups of patients 
were used: one group of 54 patients who had no 
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caries, and the other of 38 patients who had an 
unusually high incidence of caries. 

To stimulate the flow of parotid saliva, each 
patient was given two sticks of chewing gum, 
which he chewed for five minutes, discarded, and 
received two new sticks of gum every five minutes 
thereafter. At the end of each 15 minute period, 
the parotid saliva was collected bilaterally and 
the patient rested for five minutes. 

There was almost no difference between the 
caries-immune group and the caries-susceptible 
group in the amount of parotid saliva secreted 
during the first 15 minute period. The amount 
secreted in the second, third and fourth 15 minute 
periods showed greater differences between the 
two groups. In the last three periods there was an 
average difference of about 5 ml., the caries-im- 
mune subjects secreting more parotid saliva. 

The amounts of parotid saliva for each patient 
were relatively constant within each group. Not 
all patients followed their group pattern; some in 
the caries-susceptible group had copious secre- 
tions. 

The caries-immune group over the test hour 
had almost 20 per cent more saliva than the 
caries-susceptible group. If the standard deviation 
is considered, however, the results for each group 
can be quite different. Apparently it is not pos- 
sible to predict the amount of parotid secretion 
for any one patient on the basis of his suscepti- 
bility to caries. 

The average rate of secretion for the caries- 
immune group was 1.68 ml. per minute, for the 
susceptible group, 1.39 ml. per minute. 

The more-saliva-the-less-decay assumption is 
not supported by this study—at least on a group 
basis. 


Weber, T. B., and Mancinelli, Thomas. Brooks Air Force 
Base, Texas. Parotid saliva and its relation to dental caries. 
D.Progress 1:184-187 April 1961 


A study of caries-free children 


Dental characteristics of 31 caries-free children 
between 5 and 6 years old, and of 31 control 
children of the same age, were studied and com- 
pared. The characteristics studied included den- 
tal arch space, height of the palatal vault, width 
and length of the dental arch, overjet and over- 
bite, relations between the jaws, height and 


weight of patient, and certain skull measure- 
ments. 


In respect to the listed characteristics, the dif- 
ferences between the two groups were small and 
could be explained as being due to chance alone. 


Bergstrém, K. Royal Dental School, Stockholm 3, Sweden. 
Kariesfria femiringar: en jamférande biometrisk studie. 
Svensk.tandlak.Tskr. 54:245-256 May 1961 


Unreliability of caries recording methods 


All methods of recording caries are to some de- 
gree unreliable, since opinions differ as to the 
definition of carious lesions and since some 
lesions are not detected. In dental research, the 
method error in caries recording has been ac- 
cepted, and measures have been taken in clinical 
investigations to reduce, if not eliminate, this 
error. Unfortunately, these measures have not 
yet produced an accurate procedure of caries 
recording, largely due to the difficulty of master- 
ing the large discrepancies in subjective ap- 
praisal and ability of the examiners. 

A study of the method error in caries recording 
was carried out by comparing the records made 
by ten dentists in Stockholm in their examina- 
tions of the same ten patients, all ten years old. 
Considerable differences were found between 
the dentists’ records in respect to the number 
of carious teeth and the number of carious sur- 
faces. The divergences between the examiners 
were systematic; that is, an examiner who re- 
corded many cavities in one patient also found 
in another patient a greater number than that 
recorded by the other examiners. A statistical 
analysis by means of the F-test (Hald, 1948) 
proved these differences to be significant statis- 
tically. 

A separate study was made of the method 
error in interpreting roentgenograms with refer- 
ence to caries. The same ten dentists made 
records of carious lesions detected in their exam- 
ination of full mouth roentgenograms of five 
patients. The differences were considerable (the 
number of carious lesions detected ranged from 
2 to 19), but the differences were not systematic. 

Berggren, Helge, and Welander, Erik. Eastmaninstitutet, 
Stockholm, Sweden. The unreliability of caries recording 


methods. Acta odont.scandinav. 18:409-420 Dec. 1960 [in 
English] 
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Anesthesia 


New pressure injector ‘Dermo-Jet’ 
designed to eliminate injection pain 


A new pressure injector, “Dermo-Jet,” appears to 
be one of the most satisfactory hypodermic 
syringes developed thus far. The instrument per- 
mits dentists and physicians to make subcuta- 
neous, intramuscular and intravenous injection 
without causing pain or apprehension. 

The main factors in minimizing the patient’s 
discomfort are the high-pressure velocity of the 
penetrating needle, the complete concealment of 
the needle (Fig. 1), and the automatic triggering 
device (Fig. 2). The instrument is small and light 
in weight. Because the injector is activated by 
levers and springs, the injection fluid is sprayed 
under high pressure through minute openings into 
the mucous membrane. The anesthetic penetrates 
the tissue painlessly and forms a clearly observ- 
able intramucosal wheal. Any common hypo- 
dermic needle can be used to inject any amount 
of the anesthetic required. If several small wheals 
are placed one beside the other, any type of dental 
or oral surgical intervention is thereby facilitated. 

The “Dermo-Jet” injector was tested in several 
hundred patients, and the responses to five types 
of injections were recorded. More than 80 per 
cent of the patients reported that they experi- 
enced no pain sensation when the “Dermo-Jet” 
injector was used; the other 20 per cent reported 
that they felt a minimum pain sensation in the 
form of a slight sting. In comparison with similar 
injections carried out with customary hypodermic 
syringes in the same patients, 75 per cent reported 
a definite pain sensation, and the other 25 per 
cent, a minimum pain sensation in the form of 
a slight sting. 

The “Dermo-Jet” injector can be sterilized in 
any type of autoclave, by saturated steam under 
pressure or by dry heat. Sterilization by the 
use of chemical substances, however, should be 
avoided. 


Krantz, Alfred. 3 Rue Faget-de-Baure, Pau (B.P.), 
France. Der Druck-Injektor ‘Dermo-Jet.’ Miinchen.med. 
Wschr. 102:2034-2035 Oct. 14, 1960 
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Music, ‘white noise’ and ‘white sound’ 


The first few minutes a patient is in the dental 
chair determine his attitude toward the entire 
dental visit. Music and “white sound” have proved 
a great help in providing a comfortable, relaxed 
dental patient. 

“White noise” is a noise produced by an elec- 
tronic tube or diode, to simulate a roaring water- 
fall. “White sound” is a recording of a natural 
sound such as that of a waterfall or falling rain. 
The use of stereophonic music in combination 
with white sound produces an effective “distrac- 
tion analgesia” in the dental patient. 

Commercial monaural music produces relaxa- 
tion or distraction analgesia in 40 per cent of 
dental patients. The addition of a random noise 
increases the effectiveness to 50 per cent of 
patients. With stereophonic music, which is more 
interesting to listen to, the effectiveness increases 
to 62 per cent of patients. With the addition of 
white sound, the effectiveness rises to 76 per cent. 

It is prudent to limit the maximum output of 
the transducer to a level which will insure pro- 
tection against auditory damage. Schubert recom- 
mends a maximum of 105 decibels. 

For maximum effectiveness, relaxing music 
should be combined with white sound. 


Schermer, Robert. 510-511 Euclid Arcade, Cleveland 15, 
Ohio. Music and ‘white sound.’ Mil.Med. 126:440 June 1961 


Dental anesthesia and hypoxia 


Anesthetics produce anesthesia through their 
action on the brain. Depth of anesthesia is gov- 
erned by the amount of anesthetic in the brain. 
The rate of induction, or of recovery, is governed 
by the rate at which this amount changes. 

In England, the standard method of giving 
nitrous oxide for dental extraction is to start with 
100 per cent nitrous oxide. After 30 to 40 seconds, 
the nitrous oxide is reduced to 95 per cent to 
make room for oxygen; then to 93 per cent, and so 
on until a mixture of 80 per cent nitrous oxide and 
20 per cent oxygen is reached. This standard 
method shortens induction by only a matter of 
seconds over a method that gives the 80:20 mix- 
ture from the beginning. 

With the standard method of induction, the 
effect on cerebral activity of the concomitant 
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hypoxia, which by itself is enough to impair or 
abolish consciousness, may cause the patient to 
become cyanosed and to jactitate. For a short 
duration, this degree of hypoxia may do no harm, 
provided that the blood pressure is well main- 
tained, this is, provided that the brain is copiously 
supplied with blood. 

But the dental patient is upright, and should 
the blood pressure fall considerably, flow of blood 
to the brain will become sluggish and may stop; 
instantly, the brain is subjected to a very dan- 
gerous degree of anoxia. There are two reasons 
why the blood pressure may fall: (1) the patient 
may have an ordinary fainting attack, which is 
difficult to spot; or (2) he may have heart failure 
from the effect of the hypoxia on the heart’s 
muscle or rhythm. The margin of safety between 
the desired hypoxia and that which has this dan- 
gerous effect is to be measured in seconds in some 
patients. Therefore, the restriction of oxygen en- 
tailed in the standard method of induction is po- 
tentially dangerous. 

Therefore, a machine is needed that delivers an 
80:20 mixture, and is incapable of delivering any 
other. It should have a simple control lever that 
switches on the mixture and delivers it to the 
patient at a rate of 5, 10 or 15 liters a minute from 
a reservoir bag, through wide-bore tubing, and 
with an expiratory valve close to the patient's 
face. 

In many patients, nitrous oxide alone is not 
enough to establish satisfactory anesthesia. There- 
fore, the machine should have a second control 
lever that adds halothane, the best available in- 
halational supplement. Halothane, too, should be 
added in a fixed, known amount, perhaps 2 per 
cent. Thirdly, there should be an oxygen lever in 
case of need. 

With such a machine, teaching would be sim- 
plified. The student no longer would have to 
fiddle with the oxygen supply or the amount of 
anesthetic. The student should be taught the 
danger of fainting and the difficulty of spotting 
it under anesthesia. At the first sign of trouble 
of any kind, work should be stopped immediately 
and the patient’s head lowered. On no account 
should oxygen or artificial respiration be given 
until the patient’s head is low. 


Bourne, J. G. St. Thomas’s Hospital, London S.E.1, Eng- 
land. Dental anaesthesia and hypoxia. Lancet No. 7187:1165 
May 27, 1961 
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Extractions 


Dental extractions in hemophilia: 
plasma therapy without dental splints 


The authors have devised a technic for total ex- 
tractions in patients with severe hemophilia. 
Daily infusions of plasma, alveolectomy and gin- 
gival suturing are utilized, without recourse to 
splints. A case report illustrates the technic. Fur- 
ther experience is desirable before this method 
can be advocated as a standard routine in view of 
the variable behavior of hemophiliacs in their 
response to plasma therapy. 

A 32 year old white man had a full complement 
of 32 teeth, many of which were decayed down 
to the level of the gingival margins. The patient 
was afflicted with severe hemophilia, with no 
detectable antihemophilic globulin (A.H.G.) in 
the blood. 

Test infusions of about 1 liter of fresh citrated 
human plasma were given on two occasions, and 
the patient’s A.H.G. concentrations rose to 23 per 
cent and 33 per cent of average normal. These 
results were thought to indicate that adequate 
A.H.G. cover could be given by infusions of whole 
plasma. Macfarlane and others (1957) suggested 
that A.H.G. deficiency may delay healing. It was 
the authors’ intention with this patient to raise 
the A.H.G. level well above 20 per cent at the 
time of extractions and to keep it above 10 per 
cent until healing was assured. 

The extractions were performed under general 
endotracheal anesthesia. Chlorpheniramine male- 
ate 10 mg. was administered systemically to coun- 
teract any possible untoward reactions to the 
plasma or the penicillin which was given orally. 
All 32 teeth were removed, the interdental papil- 
lae incised, and the gingival flaps reflected so as to 
expose the alveolar bone, which then was resected 
approximately down to the level of the apical 
one-third of the root sockets. The gingival flaps 
then were trimmed to permit them to be coapted 
without undue tension. Small pieces of gelatin 
sponge were inserted in the sockets and the flaps 
sutured with interrupted silk sutures, 12 in each 


jaw. Operative bleeding was not excessive. Post- 
operative healing was uneventful and there was 
no bleeding. The sutures were removed on the 
seventh day, uncomplicated by oozing from su- 
ture holes. Complete dentures, which had been 
constructed preoperatively, were inserted prior 
to discharge of the patient on the thirteenth day. 

Medically, postoperative progress was compli- 
cated by two events. On the third day, signs of 
bronchopneumonia in the right lung supervened, 
but this condition responded well to replacement 
of penicillin by a course of tetracycline and olean- 
domycin phosphate (250 mg. of each, every six 
hours for five days). On about the sixth day facial 
edema heralded the onset of heart failure, with 
pronounced dyspnea on effort and raised jugular 
venous pressure, almost certainly due to the 
plasma infusions. The infusions were continued 
until the ninth day, as planned, when their ces- 
sation led to spontaneous resolution of the heart 
failure. 

The problem of heart failure from vascular 
overloading is important, since the very success 
of daily infusion (the equivalent of concentrated 
plasma from 5 pints of blood was infused daily 
for nine days) is likely to be conducive to such 
overloading. 

Winstock, Donald, and Ingram, G. I. C. St. Thomas’s Hos- 
pital, London, England. Dental extractions in haemophilia: 


plasma therapy without dental splints. Brit.M.J. No. 5227:719- 
721 March 11, 1961 


Dental extractions not a factor 
in 24 cases of bacterial endocarditis 


Twenty-four patients at the Baylor University 
Medical Center, with bacteriologically proved 
bacterial endocarditis, were observed for a two 
year period. All patients were questioned about 
possible portals of entry of the infection, including 
questions about recent dental work. Although 
dental extractions or other dental problems have 
been considered the most common source of in- 
fection in bacterial endocarditis, they were not 
encountered once in this group of patients. 

Six of the 24 patients gave histories or dis- 
played sources of infection which appeared defi- 
nite. In one patient, bacterial endocarditis 
appeared after cystoscopy; in one, the condition 
was associated with furuncles; in one, the condi- 


tion occurred after normal delivery; in one, the 
condition appeared after pyelonephritis with 
renal absess, and in two patients bacterial endo- 
carditis appeared after criminal abortions. 

In about half the patients, bacterial endocardi- 
tis was caused by alpha hemolytic streptococci. 
Staphylococci were found in six patients, and en- 
terococci in three patients. 

Eighty-seven per cent of the patients were in- 
fected with microorganisms which were suscep- 
tible to penicillin. 

A therapeutic regimen currently being tested 
was tried with entirely satisfactory results; it in- 
volved the administration of penicillin for four 
weeks, with streptomycin for the first two weeks. 


Tompsett, Ralph. 3500 Gaston Avenue, Dallas, Texas. Bac- 
terial endocarditis. Texas J.Med. 57:261-267 April 1961 


Oral pathological conditions 
and nonacute bacterial endocarditis 


Alpha hemolytic streptococci are responsible for 
65 to 85 per cent of bacterial endocarditis of the 
nonacute type (course of infection with a duration 
of more than six weeks). The remaining cases are 
caused predominantly by other streptococci, 
classified as enterococci. 

The major site from which alpha hemolytic 
streptococci gain access to the circulation is the 
oral cavity, particularly the teeth and dental sock- 
ets. It has been determined that in 10 to 16 per 
cent of the patients with bacterial endocarditis, 
one or more teeth were extracted shortly before 
the appearance of the endocarditis. 

In the presence of severe dental infections, 
transient bacteremia may occur spontaneously. In 
Elliott’s studies (1939) of patients with severe 
periodontal disease, blood cultures taken prior to 
extraction were positive for alpha hemolytic strep- 
tococci in 12 of 40 patients. 

The bacteremia associated with dental manipu- 
lation is transient, and organisms usually are 
cleared from the bloodstream within ten minutes. 
The likelihood of development of endocarditis is 
partly dependent on the type and number of 
microorganisms and the length of time in which 
the cardiac lesion is exposed to circulating bac- 
teria. Transitory bacteremias associated with den- 
tal manipulations rarely are significant in persons 
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with normal hearts. However, streptococcal 
bacteremia as a consequence of periodontal dis- 
ease is a hazard to the patient with rheumatic 
valvular or congenital heart disease. 

Although prophylactic antibiotic therapy may 
not prevent the development of endocarditis, such 
therapy shortens the course of postextraction bac- 
teremia. 

For patients with rheumatic or congenital heart 
disease who are to have teeth extracted, the 
American Heart Association recommends that 
250,000 units of penicillin be given by mouth four 
times a day for two days prior to, the day of, and 
two days after surgery, supplemented by 600,000 
units of aqueous and 600,000 units of procaine 
penicillin intramuscularly shortly before surgery. 
Because of the occasional occurrence of endocar- 
ditis despite such prophylaxis, penicillin dosage 
in excess of that recommended by the American 
Heart Association may be justified. The authors 
inject 600,000 units of procaine penicillin G 
intramuscularly twice daily three days before, the 
day of, and three days after dental extraction; if 
the patient is allergic to penicillin, erythromycin 
1 Gm. is given twice daily for the same period of 
time. Endocarditis may develop even on this regi- 
men. There is no contraindication to multiple 
extraction, but the extractions should be accom- 
plished with minimal trauma and rocking. 

In view of the significance of oral pathological 
conditions in the genesis of nonacute bacterial 
endocarditis, full mouth dental extraction during 
a second episode of endocarditis related to alpha 
hemolytic streptococci, or during the first episode 
in the presence of severe periodontal disease, 


should be strongly considered. 


Conner, Paul K., Jr., and Sanford, Jay P. 4317 Oak Lawn, 
Dallas, Texas. The significance of oral pathology in nonacute 
bacterial endocarditis. Texas J.Med. 57:268-271 April 1961 


Intraoral wound dressing 
with self-curing acrylic resin 


Even the most carefully performed tooth ex- 
traction may lead to unexpected complications 
in wound healing. Therefore, the formation and 
preservation of the coagulum must be sought as 
a primary postoperative task. A recently de- 
veloped intraoral wound dressing coated with a 
self-curing acrylic resin proved to be the best 
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means of covering the extraction wound com- 
pletely, thereby contributing to the formation and 
maintenance of the blood clots in the alveolus. 

The use of this aseptic wound dressing is indi- 
cated in the following instances: 

1. If the coagulum does not form sponta- 
neously, as often happens after injection of anes- 
thetics containing epinephrine or after an oral 
surgical intervention causing extreme loss of os- 
seous tissue. 

2. If tooth extractions are performed in the 
so-called “hot stage,” often leading to infection 
of the coagulum. 

3. If disturbances of wound healing are ex- 
pected, as often occur after extraction of lower 
third molars. 

4. If the maxillary sinus has been opened dur- 
ing extraction of teeth situated in the lateral region 
of the upper jaw. 

Clinical experience has demonstrated that dis- 
turbances in the healing of extraction wounds 
seldom occur if an immediate denture, made of a 
self-curing acrylic resin, is inserted after multiple 
extractions. Whenever this material is used in the 
vicinity of an extraction wound, however, special 
care must be taken that no particles enter the 
alveolus and impair coagulation. 

Usually the intraoral wound dressing with a 
self-curing acrylic resin favorably influences the 
healing and maintains the form of the alveolar 
ridge. The technic used in the insertion of this 
dressing is uncomplicated. Surgical gauze impreg- 
nated with an antiseptic solution is inserted im- 
mediately after tooth extraction. The gauze should 
cover the wound completely, that is it should ex- 
tend over the edges of the wound. If possible, a 
strip of undamaged gingival mucosa (1 cm. wide) 
also should be covered to provide an accurate seat 
for the dressing. The acrylic material in a thinly 
liquid state is applied to the gauze layer. After 
an impenetrable film has formed, the dressing is 
removed and its edges trimmed to permit un- 
disturbed masticatory function. 

The construction of the dressing is completed 
by fixing it with a figure-of-eight suture to the 
adjacent teeth. Obviously, the kind of fixation to 
be used will depend on the type of extraction 
performed. 

The wound dressing may remain in the mouth 
for from five to seven days. After removal, a well 


formed coagulum and an adequately vascularized 
mucosa, without any irritation of the gingival tis- 
sue, are observed. 

To aid the postoperative healing process, how- 
ever, periodic examinations and an adequate post- 
operative treatment are essential after the acrylic 
wound dressing is removed. 


Frenkel, Gerhard. Dental School, Free University of Berlin, 
Assmannshauser Strasse 4-6, Berlin-Wilmersdorf, Germany. 
Der intraorale Wundverband aus schnellhirtendem Kunst- 
stoff. Deut.Zahniarztebl. 14:571-576 Sept. 22, 1960 


Prosthodontics 


Total root amputation 


Occasionally, a tooth used as a single abutment 
of a multi-unit fixed bridge is threatened by a 
carious pulp exposure, periodontal or infective 
process. Root canal therapy may be contraindi- 
cated because of extensive root caries, advanced 
local periodontal disease or other unfavorable 
factors. In such an event, the technic of surgical 
root amputation at the cervical line will permit 
the retention of a useful, functional fixed bridge. 
The basic requirement for resorting to this pro- 
cedure is a bridge with a minimum of three abut- 
ments; the two or more remaining abutment 
teeth must be located both anteriorly and posteri- 
orly to the pathologically involved tooth and be 
able to withstand the added stress. 

The procedure of cervical line root section in- 
volves the incision and reflection of the gingival 
mucoperiosteum, the elimination of alveolar bone 
and the sectioning of the root at its junction with 
the coronal restoration. After removal of the sev- 
ered root, the gingival flap is replaced and su- 
tured. 

Optimum visibility and accessibility must be 
obtained during creation of the surgical flap. The 
replaced gingival flap must have sufficient bony 
support and an adequate blood supply to assure 
healing. 

The one problem common to all such opera- 
tions is the inevitable, pronounced postoperative 
buccal alveolar deformity which occurs at the site 
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of the operative intrusion. This is a consequence 
of the removal of alveolar bone. If maxillary an- 
terior teeth are involved, the effect of such de- 
formity may be disastrous. No prosthetic measure 
will obliterate the defect. Total radiculectomy, 
utilizing a palatal approach, will overcome these 
difficulties. Such an approach minimizes the post- 
operative labial or buccal alveolar deformity. A 
palatal approach for total radiculectomy is advo- 
cated only for the maxillary anterior teeth. 

Radiculectomy produces a pontic from what 
once was an abutment. After healing has ensued, 
the carious tooth structure contained within the 
former abutment crown may be removed. 

A case report illustrates radiculectomy and re- 
moval of the root via a palatal approach. 


Baurmash, Harold, and Mandel, Louis. 800 Grand Con- 
course, Bronx 51, N.Y. Total root amputation. New York State 
D.J. 26:477-480 Dec. 1960 


Use of vibration in refining 
the occlusion of complete dentures 


A vibration technic is useful for the reduction of 
minor discrepancies in the occlusion of complete 
dentures. Use of the technic must be preceded by 
gross adjustments, first on the articulator and 
then in the patient’s mouth. The instrument used 
is a two-speed, straight, vertical vibrator. 

The patient’s head is tilted slightly backward 
in the headrest in a comfortable position. The 
dentures are inserted, and necessary adjustments 
are made to ensure that they are comfortable. A 


pressure indicator paste is used to ensure sta- - 


bility. Relaxed centric relation is demonstrated 
to the patient, and then demonstrated by him. 
The patient is cautioned that only a light tooth 
contact is needed and that contact will be made 
only as the dentist presses against the chin, caus- 
ing the teeth to vibrate against each other. The 
depressor muscles will press slightly against the 
dentist’s hand and will apply small force distally. 

A coating of abrasive paste is applied to the oc- 
cluding tooth surfaces. Carborundum paste is 
used if there are porcelain teeth on both dentures; 
a coarse pumice paste if there are acrylic teeth 
on both dentures, and an apatite paste if there 
are acrylic teeth on one denture and porcelain 
teeth on the other. 

The vibrator chinrest is placed in position. 
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Intermittent pressure is applied to the mandible 
with the vibrator set at either slow or fast speed. 
A strong pushing pressure must not be applied 
against the mandible. The objective is to vibrate 
the mandible along the physiologic arc of closure 
in centric relation and not to apply pressure to- 
ward centric relation. The intermittent pressure 
is applied for about three minutes in centric oc- 
clusion as the patient allows the teeth barely to 
contact. 

The patient moves the mandible slightly an- 
teriorly as vibrations are applied to smooth the 
transition from centric occlusion toward the pro- 
trusive position. This procedure is repeated, using 
jaw movements toward right and left lateral po- 
sitions for about two minutes in each position. 

The abrasive paste is removed, and the occlu- 
sion is rechecked with occlusal indicator wax. If 
deflective occlusal contacts are detected by the 
dentist or the patient, the procedure is repeated. 

Vibration grinding must be limited to a refine- 
ment grinding procedure only, and overgrinding 
must be avoided. 

The patient taps the teeth into centric occlusion 
on articulating paper several times to register oc- 
clusal contact. The occlusal contacts are care- 
fully narrowed with a small stone to reduce 
contact surface and to maintain cusp sharpness. 
Adequate sluiceways and cusp sharpness are pro- 
vided, and all occluding surfaces are polished to 
reduce surface friction. 


Stromberg, W. Ross. 1230 Hillcrest Avenue, Orlando, Fla. 
Use of vibration in the occlusal refinement of complete den- 
tures. J.Pros.Den. 11:621-624 July-Aug. 1961 


Gagging reflex 


A 52 year old man with a diaphragmatic hernia 
complains of gagging. His upper jaw is edentulous 
and he has a lower partial denture. He is able 
to chew well and swallow a full meal without dif- 
ficulty. Soon after eating a complete meal, he be- 
gins to gag, and is unable to keep his upper com- 
plete denture in his mouth. When he removes this 
denture, the gagging stops, and he cannot replace 
the denture until the next meal or he will start 
gagging. Atropinelike drugs have been used, 
without success. 

The upper denture should be checked by a 
dentist for proper fit; if it does not fit, the patient 
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should be advised to obtain a denture that does 
fit. If the denture does fit properly, the patient 
should be observed fluoroscopically with a thick 
barium-water mixture in the esophagus and fun- 
dus of the stomach, with and without the upper 
denture in place after he has ingested a meal. 
Observations should be made with the patient in 
both the erect and supine positions. This may sup- 
ply a clue as to whether the hernia is responsible. 
The patient should suck on an anesthetic lozenge 
after completing a meal to see whether the upper 
denture then could be tolerated without gagging. 


Machella, Thomas E. 3400 Spruce Street, Philadelphia 4, Pa. 
Gagging reflex. J.A.M.A. 175:643 Feb. 18, 1961 


A layered silicone rubber mold technic 
for denture processing 


A comparative study was undertaken to deter- 
mine the practicability of fabricating dentures 
by use of a combination silicone rubber-gypsum 
mold and to evaluate the occlusal accuracy ob- 
tained, compared with that obtained with an all- 
gypsum mold. 

One hundred and six dentures were processed 
with silicone rubber as an investing agent in the 
matrix half (cope) of the mold and plaster of 
paris in the cast half (drag) of the mold. A control 
group of 50 dentures was processed using plaster 
of paris as the investing agent in both halves of the 
mold. All 156 dentures were in sets of upper and 
lower complete dentures constructed for 78 pa- 
tients. 

The stone casts carrying the trial dentures were 
embedded in the lower half of a denture flask in 
plaster of paris in the gonventional manner, ex- 
cept that no separator was required on the plaster 
after it had set. 

About 30 Gm. of silicone rubber, which vulcan- 
izes at room temperature, was mixed for each 
denture to be flasked. The rate of curing of the 
silicone rubber may be modified by varying the 
amount of catalyst. A 30 minute cure, which in- 
cluded a 10 minute working period, was obtained 
by adding 0.5 per cent catalyst to the rubber and 
spatulating for 30 seconds. 

The mixed silicone rubber was applied with a 
wide, flexible spatula over the teeth, wax and 
land surface (the plaster investment surface 


which extends from the periphery of the stone 
cast to the edge of the metal flask), in a layer 1 
to 2 mm. thick. The upper half of the flask was 
placed in position, and the flask was filled com- 
pletely with a mix of artificial stone which was 
poured immediately over the uncured silicone 
rubber. The flask cover was pressed into place. 

After 30 minutes, when the rubber had cured 
and the stone had set, the flask was immersed in 
boiling water for 5 minutes. Then it was opened 
and the wax flushed out with boiling water and 
detergent. 

Waste gates were cut into the land surface with 
a % inch round vulcanite bur, from the labial and 
buccal borders of the upper and lower casts and 
from the lingual border of the lower cast, to the 
edges of the flasks. 

A tinfoil substitute was applied to each cast 
and its adjacent land surface, and the mold was 
ready for packing. No tinfoil substitute was re- 
quired on the half of the flask which held the 
teeth, since this had a surface layer of silicone 
rubber. 

Self-curing acrylic resin was mixed in a quan- 
tity sufficient to overfill the flask slightly, after 
which the acrylic resin was poured into the matrix 
of the upper half of the flask. The two halves of 
the flask then were brought together and closed 
almost completedly in a flask press, and the excess 
resin was wiped off. The flask then was closed 
completely and held in the press under pressure 
for at least two hours. The denture was recovered 
by gently prying open the two halves of the flask, 
at which time the silicone rubber mold easily 
slipped off the cured denture, leaving an unusu- 
ally smooth and clean surface on the resin and 
the teeth since no plaster had been in contact with 
either. 

Changes in vertical occlusal opening (meas- 
ured at the incisal guide pin) were determined 
for both the experimental and the control den- 
tures. 

For the sets of dentures processed by the 
layered silicone rubber mold method, the mode 
figure (the figure which occurred most often) 
was 0.0 mm.; the mean was 0.136 mm. For the 
control sets of dentures, the mode figure was 
0.7 mm., the mean was 0.672 mm. A layered sili- 
cone rubber mold produces more accuracy of 
occlusal reproduction in a denture than that ob- 


~ 


tained with the conventional gypsum mold. 

A flexible silicone rubber surface in the matrix 
portion of the mold affords many advantages in 
the fabrication, rebasing and relining of dentures. 
In addition, it provides an accurate and practical 
method for making identical extra dentures for 
a patient. 

A pilot study was made to determine the prac- 
ticability of utilizing heat-curing acrylic resin in 
layered silicone molds. Results indicated that 
heat-curing acrylic resin needing no trial packing 
gives excellent results with the layered silicone 
rubber mold technic. 


Marcroft, Keith R.; Tencate, Raymond L., and Hurst, Wil- 
liam W. Dental Training Center, Veterans Administration 
West Side Hospital, 820 South Damen Avenue, Chicago 12, 
Ill. Use of a layered silicone rubber mold technique for den- 
ture processing. J.Pros.Den. 11:657-664 July-Aug. 1961 


Operative dentistry 


The sterilization of dental handpieces 


The complexity of the dental handpiece provides 
a considerable problem in effective sterilization. 
Although chemical means may be used to disinfect 
the outer sheath to social rather than surgical 
cleanliness, there always is the risk that infected 
fluid, water or oil, may seep from the inside of the 
handpiece and run down the bur shaft. When the 
bur is used to remove bone preparatory to a dif- 
ficult extraction, considerable risk of wound in- 
fection will arise. 

Boiling the handpiece in A.C.10 emulsion 
(A.C.10 is a mineral oil) has been used for several 
years, but experience has shown that corrosion or 
rusting is common with this method of sterili- 
zation, resulting in seizure or reduction of the 
speed of the drill and heating of the handpiece 
when it is run continuously for several minutes. 

For the past six months, all handpieces used in 
the dental departments at the Princess Margaret 
Hospital, Swindon, Wiltshire, have been sterilized 
in a hot air oven, with use of a heat-resisting 
lubricating oil. Shell Tellus Oil 27 contains ad- 
ditives stated to inhibit oxidation and rusting, and 
to stand up to conditions of dry heat. 
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To test the effectiveness of the sterilization, a 
culture of Bacillus stearothermophilus was in- 
serted on a small piece of paper in the chuck 
mechanism in the center of a handpiece; sub- 
sequent incubation showed that the organism had 
been killed. 

To sterilize a dental handpiece with the new 
technic, the following method is used: The cover 
exposing the chuck mechanism is removed and 
the bearings wiped with a cloth. If water has 
entered the handpiece, or in any case after the 
handpiece has been used six times, the handpiece 
is completely dismantled, including removal of 
the chuck ring from the tube. As the handpiece is 
reassembled, a light smear of Tellus Oil 27 is 
applied to all working parts; over-oiling is 
avoided. The handpiece then is placed in a tubu- 
lar box as is used for the sterilization of syringes, 
and capped with thick metal foil. It then is placed 
in a hot air oven for 90 minutes at a temperature of 
175°C. (347°F.). After cooling, the handpiece is 
ready for use and can be slid out from the box 
onto the sterilized instrument table. 

Experience has shown that Tellus Oil 27 with- 
stands the temperature of the hot air oven with- 
out losing its lubricating properties or causing 
corrosion. The handpiece reaches the surgeon free 
from moisture, and if lubrication has been carried 
out properly there is no seepage of oil down the 
shaft of the bur. The maximum speed of the bur 
has been increased noticeably, but heating of the 
handpiece with continuous running has not oc- 
curred. 


Johnston, Colin M. Princess Margaret Hospital, Swindon, 
Wiltshire, England. The sterilisation of dental handpieces. 
Brit.D.J. 110:205-206 March 21, 1961 


The ‘Suctomat,’ a saliva ejector designed 
for ultra-high speed cavity preparation 


With the advent of ultra-high speed rotary instru- 
ments for cavity preparation, the conventional 
saliva and fluid ejectors became unsuitable. 
The “Suctomat,” a forceful ejector, was de- 
signed especially for cavity preparations with 
rotating instruments cutting dental tissues at 
speeds up to and in excess of 150,000 rpm. Al- 
though most previously used suction devices were 
adequate to eject the saliva from the patient's 
mouth, the new cooling technics produce more 
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fluids than the conventional ejectors can elimi- 
nate. 

Although most of the recently developed units 
for ultra-high speed cavity preparation are 
equipped with suction devices, the operative field 
is seldom kept free from moisture. The “Sucto- 
mat,” produced by the R. Froeschke Company in 
Berlin-Neukélln, Germany, provides complete 
dryness of the entire operative area by three 
fluid-ejecting pumps which are able to eliminate 
five pints of fluid in about one minute. Its ejec- 
tion action is independent of the cooling technic 
used. The apparatus can be attached to older 
types of units containing no suction devices as 
well as to any type of cuspidor. The ejector is 
completely covered by a “Leukolith” glass cap, 
and can be easily cleaned and sterilized. 

The “Suctomat” saliva ejector obtains complete 
drainage of the oral cavity during the entire ultra- 
high speed cavity preparation without disturbing 
the dentist in his work or causing discomfort to 
the patient. 


Drum, Walter. Warneweg 9, Berlin-Charlottenburg, Ger- 
many. Suctomat. Quintessenz 11:39 Nov. 1960 


The clinical implications of tooth contact 
in eccentric movements of the jaw 


Some writers assert that tooth to tooth contact in 
eccentric positions of the jaws is a minor problem. 
If this theory is true, then occlusal equilibration 
would consist of preliminary grinding and centric 
correction only. All attempts to improve eccentric 


contact in complete dentures and complete mouth 
reconstruction would be superfluous; fixed and re- 
movable prostheses could be constructed on a 
simple hinge articulator. 

To examine the extent of tooth to tooth contact 
in eccentric positions, 60 patients each having at 
least 20 contacting teeth were selected randomly. 
Of the 60 patients, 59 (98.3 per cent) showed 
some signs of tooth to tooth contact in eccentric 
positions. Of the 1,540 teeth examined, 1,309 (84 
per cent) exhibited eccentric wear facets. Work- 
ing side facets were observed on 822 teeth, and 
balancing side facets were observed on 414 teeth. 
Of the 60 patients, 48 were aware of occasional 
occlusal clenching, or gritting or rubbing the teeth 
together. Two patients reported an awareness of 
habitual clenching or bruxism. The remaining ten 
patients denied any knowledge of tooth contact 
other than during the swallowing and chewing of 
food. 

The exact cause of tooth to tooth contacts in 
eccentric positions of the jaws has not been estab- 
lished, although occasional clenching and bruxism 
seein to play a major role. 

Occlusal equilibration technics and _recon- 
structive dentistry, therefore, should produce 
harmonious eccentric contact as well as good cen- 
tric occlusion. 

Weinberg, Lawrence A. 515 Ocean Avenue, Brooklyn, 
N.Y. The prevalence of tooth contact in eccentric movements 


of the jaw: its clinical implications. J.A.D.A. 62:402-406 
April 1960 


Risk of exposure of dental staff 
to mercurial poisoning 


In 1960, air analyses were performed in the treat- 
ment rooms of the Student Dental Service in Hel- 
sinki, to evaluate the content of mercurial vapor. 
The content of mercurial vapor in the air reaches 
a maximum in the breathing zone of the dental 
assistant during mixing of amalgam. Manipulation 
of amalgam close to the central heating radiator 
may promote the formation of mercurial vapor. 
Ventilation decreases the mercury content of the 
air. The mercury values obtained from the air of 
the treatment rooms were all below what is con- 
sidered the safe maximum. 


Urine tests of members of the dental staff 
showed that small amounts of mercury had passed 
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into the urine in all instances, but the mercury 
values did not exceed the maximum, and in only 
half of the staff members were the mercury values 
slightly in excess of normal. 

The danger of poisoning due to mercury may 
be considered slight for dentists and dental assist- 
ants. However, since dental personnel are in any 
event exposed to the unfavorable effects of mer- 
cury in their daily work, it is important, from the 
viewpoint of occupational health, that care be 
exercised in the handling of amalgam, and in 
the disposal of mercurial and amalgam wastes. 

Rooms should be of adequate size, with pro- 
vision for fresh air by ventilation. Removal of 
mercurial vapor is most effective when performed 
close to floor level. 

Airaksinen, Sirkka. Ylioppilaiden hammashoitola, Lep- 
pasuonkatu 7A, Helsinki, Finland. Hammashoitohenkilékun- 


nan elohopeamyrkytysvaarasta. Suomen hammasliik.toim. 
57:27-37 March 1961 


Periodontics 


Ultrasound and the treatment 
of acute and chronic gingivitis 


An ultrasonic technic for treating gingivitis makes 
it possible to debride the tissues, to produce sul- 
cular lavage, to suffuse local tissues with anti- 
septics, and to excise or scarify soft tissues to alter 
the gingival architecture. 

A round orthodontic tube (0.030-inch outside 
diameter, about %-inch long) is brazed to a 
magneto-strictor with solder. A moderately flex- 
ible steel tube (0.022-inch outside diameter) is 
slipped through the original tube until it pro- 
trudes 8 mm., when it is spot-welded into po- 
sition. The smaller tube is softened with heat, and 
a series of two to three turns is made at the mesial 
end. A thick end-collar is added, the tubes are 
heated and water-quenched. The distal end of 
the smaller tube is pinched flat so that it may be 
used to enter gingival crevices and periodontal 
pockets with facility. 

In use, the steel tube is vibrated at 25 Kc. The 
tissues to be treated are painted with a disclosing 
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solution which is applied to the teeth and gin- 
giva and permitted to soak in. A fresh solution 
of sodium hypochlorite is mixed and placed in a 
pressurized tank (such as a garden tank for spray- 
ing trees). The solution is maintained at a pressure 
of 12 to 14 pounds. The antiseptic solution is 
directed through the ultrasonic generator and 
out into the handpiece. Proper fluid regulation 
permits the antiseptic solution to emerge from the 
vibrating tube at 39°C. 

The tube inserted into the handpiece produces, 
during ultrasonic vibration, a rapidly-propelled 
fog or jet of antiseptic solution, about 1% inches 
wide. This jet, confined between the gingiva and 
the tooth, flushes out all soft accumulations. Si- 
multaneously, tiny white curds of gingival tissue 
which have been locally coagulated are flushed 
out of the gingival crevice. Such gingival sonations 
or treatments are given under local anesthesia, 
and may be repeated every 48 hours until the 
inflammation has resolved. 

Two case histories illustrate the successful use 
of ultrasonic drug dispersion treatment of acute 
necrotizing ulcerative gingivitis and of chronic 
marginal gingivitis. 

Ewen, Sol J. Forty-four Grace Avenue, Great Neck, N.Y. 


Ultrasound and the treatment of acute and chronic gingivitis. 
J.Periodont. 31:399-403 Oct. 1960 


Orthodontics 


Malocclusion and civilization 


Among physical anthropologists, it is common 
knowledge that severe malocclusions are more 
prevalent in civilized human groups than in most 
primitive populations. This difference would seem 
to offer a promising lead toward an understanding 
of why such disturbances of facial growth occur 
and even toward their prevention. 

Many civilized human groups have developed 
more severe malocclusions than they had experi- 
enced under primitive conditions of life. To the 
evolutionist, this change would seem rapid as 
compared with known rates of osseous and dental 
change in other mammals. He might ask whether 
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natural selection favors malocclusion in civilized 
man and whether the present polymorphism of 
human occlusion is now reaching a stable genetic 
equilibrium. He might even wonder whether hu- 
man hybridization under civilized systems of mat- 
ing might have adverse effects on occlusion. This 
hypothesis could easily be tested in the United 
States, especially by studies of familial aggre- 
gation of the children of recent immigrants. If the 
“hybrid” hypothesis of the origin of malocclusion 
were valid, persons with the most scattered an- 
cestries should tend toward the worst occlusions. 

Apart from such possible genetic trends, it is 
useful to define the environmental conditions un- 
der which the human face has evolved, especially 
by comparing facial growth in primitive and civi- 
lized children. Part of the story, at least, seems to 
involve differences in the use of the jaws and in at- 
trition of the teeth. 

In most human teeth, the root or roots are nar- 
rower mesiodistally than the crown. Hard usage 
and attrition of the crown, however, narrow it at 
the zones of contact with adjacent teeth until 
eventually the crown may be only as wide as the 
roots. At the same time, the cusps are worn off 
and the incisal edges are ground down. 

In the aboriginal child, continuous attrition of 
the teeth and concomitant mesial movements of 
both arches allow the permanent first molars to 
erupt further forward than in civilized children 
with unworn and caries-free deciduous teeth. 
Not many aboriginal children or adults have a 
pronounced or prolonged excess of tooth sub- 
stance to be accommodated in their jaws. If such 
an excess temporarily crowds the teeth, this con- 
dition ordinarily is soon compensated for by at- 
trition and by growth of the alveolar processes. 
In the upper jaw, an additional compensatory 
mechanism seems to be a widening of the arch 
through osteogenesis at the median palatine su- 
ture. 

Where the aborigines of Australia live today 
under primitive conditions, their diet is tough and 
abrasive. In the aboriginal children, the upper 
sutures of the face probably contribute less to the 
downward growth of the face than in civilized 
Caucasian children, and the eruptive distances 
traversed by their teeth are shorter, especially in 
the incisor region. The median palatine suture 
seems to be more active, so that the maxillary 


dental arch is typically broad and low. These 
features also characterized the white population 
of Europe in the late Pleistocene period. 

The aboriginal child shows two cycles of oc- 
clusal change—one for the deciduous teeth and 
another for the permanent dentition. In infancy, 
overbite of the incisors and neutroclusion of the 
deciduous molars are transitory. By the age of five 
years, some children have experienced so much 
mesial movement and attrition that the incisors 
bite edge-to-edge. 

Now the permanent first molars and incisors 
erupt, and the overbite is temporarily regained. 
By maturity, however, the aborigine already may 
be well on his way toward a second edge-to-edge 
occlusion of the incisors. Attrition of the teeth usu- 
ally is so pronounced that crowding of the teeth 
is only a transient phase when new anterior teeth 
are erupting. 

In civilized children, resorption of the anterior 
aspect of the mandibular ramus seems to be dis- 
continuous and coincides with the calcification of 
the crown of the most posterior molar tooth. Per- 
haps this dental stage is traversed in a more mesial 
position in the primitive mandible, and with less 
resorption. Accordingly, the primitive mandible 
at maturity has a broader ramus than is seen in 
most civilized persons. These conditions also may 
prevent late eruption and impaction of the third 
molar. 

Evidence on how much the dentition of civi- 
lized man has become shrunken and on whether 
agenesis of the third molar is increasing is con- 
flicting. It appears that orthodontic patients in 
particular show reduced facial musculature and 
skeletal development, but no meaningful separa- 
tion of genetic entities among the types of maloc- 
clusion is yet possible. The relation of maloc- 
clusion to other skeletal changes in civilized 
populations is obscure. Since occlusal deformities 
are among the most common malformations of 
civilized man, the whole battery of technics now 
used in research on other human deformities (such 
as that by Morton and Chung on muscular dys- 
trophies) should be extended toward resolving 
the mysteries of malocclusion. 

The bibliography lists 50 references. 


Hunt, Edward E., Jr. Forysth Dental Infirmary, Boston, 
Mass. Malocclusion and civilization. Am.J.Orthodont. 47: 
406-422 June 1961 
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Role of the soft tissues 
in determining occlusion 


The form of the dental arches is the consequence 
of a number of developmental and functional in- 
fluences, including genetic factors regulating 
skeletal form, the ratio between tooth size and 
bone size, the developmental position and paths 
of eruption of the individual teeth, and the forces 
exerted by the oral and masticatory musculature. 
As long as the pressures exerted by the lips, cheeks 
or tongue are within the range of normal func- 
tional activity, they have little if any effect on 
the form of the dental arches. 

Individual bones have an inherent shape which 
shows itself early in fetal life before any muscle 
forces are active. This inherent shape is repro- 
duced even when bones are grown in tissue cul- 
ture or in other regions of the body. The primary 
form of the alveolar processes and dental arches is 
determined before birth prior to the eruption of 
the teeth and independent of muscle activity. The 
postnatal development of the alveolar processes 
and dental arches is such that arch form is main- 
tained in spite of the greater pressure exerted by 
the tongue as compared with that of the lips and 
cheeks. 

Abnormal muscle action of individual muscles 
or muscle groups produces bone deformity, es- 
pecially during the period of growth. 

Certain forms of malocclusion involving the 
anterior teeth are closely associated with specific 
postural and behavioral patterns of the muscula- 
ture of the tongue and lips. These behavioral pat- 
terns have been ascribed to either the persistence 
of normal sucking behavior, especially in regard 
to the relation between the tongue and lower lip, 
into later life and especially during the time of 
eruption of the permanent incisors (Rix); or to 
inherent and inherited abnormal behavior pat- 
terns which already are present at birth (Bal- 
lard); or to the development of abnormal habits 
(Tulley), or to failure of maturation (Gwynne- 
Evans). Possibly each of these factors may oper- 
ate, separately or together. These factors may be 
considered as the causes of the associated dento- 
alveolar abnormalities, or as contributing to and 
exacerbating the skeletal abnormalities, or (if they 
are acquired) as being themselves the result of 
skeletal abnormality. Also, it is possible that both 
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the behavior of the soft tissue and the skeletal 
form could be inherited. 

The complex of factors acting in any individual 
patient can be understood only by the serial study 
of developing jaws from birth through childhood. 
Observation must be correlated with classification 
and analysis based on serial studies. 

Scott, James. Anatomy Department, Queen’s University, 
Belfast, Ireland. The role of the soft tissues in determining 


normal and abnormal dental occlusion. D.Practitioner 11: 
302-308 May 1961 


Principles of tooth extractions 
in orthodontic treatment 


For more than 20 years Yugoslavian orthodontists 
have used “planned serial tooth extraction” in the 
treatment of malocclusion. 

If planned tooth extraction (Hotz and Kjell- 
gren) is considered the best method to correct 
the different variations of failure in proper oc- 
clusion, the principles of this technic must be 
stipulated clearly to be applied to the various 
types of malocclusion, especially Classes I, II and 
III of Angle’s classification. 

1. Planned serial tooth extraction is indicated 
to relieve lateral and anteroposterior crowding 
involving mainly the four deciduous cuspids, but 
followed by removal of the four first biscuspids. 
This procedure, however, may lead to an in- 
creased mobility of the adjacent teeth, mainly the 
lower incisors. Removal of the upper and lower 
incisors in instances in which tooth mobility has 
occurred will prevent extreme overbite. 

2. Planned serial tooth extraction—if indicated 
—should be performed as soon as possible. How- 
ever, the correction of overbite by tooth extraction 
is useless if the cause (or causes) of the condition 
has not been removed. In most instances, relapse 
will occur. 

3. The time for planned serial tooth extraction 
does not depend on the chronological age of the 
child but on the developmental stage of the maloc- 
clusion to be corrected. If possible, the extraction 
of anterior teeth should be performed symmetri- 
cally. 

3. The indication for planned serial tooth ex- 
traction must be based on the accurate interpre- 
tation of serial roentgenograms and on thorough 
studies of models. No final decision should be 
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made until all upper and lower deciduous incisors 
have erupted. 

Planned serial tooth extraction is one of the 
most difficult methods in orthodontic treatment. 
If the method is used by a general practitioner, the 
strategy of orthodontic treatment (including serial 
tooth extraction) should be defined for each child 
by an experienced orthodontist. Only in this man- 
ner can postextraction troubles be prevented and 
complications be minimized. 

Rant, Joze. Dental School, University of Maribor, Yugo- 


slavia. Ekstrakcija zob v ortodontiji. Zobozdrav.vest. 15:186- 
204 Dec. 1960 


Oral surgery 


Cosmetic repair for retrusion 
of the mandible 


Retrusion of the mandible, with recession of the 
chin and posterior displacement of the lower 
teeth, presents an abnormal relation between the 
upper and lower jaws which produces a con- 
spicuous external disfigurement. Correction of a 
receding chin and lip caused by mandibular re- 
trusion requires close cooperation between the 
plastic surgeon and the dental surgeon. Creditable 
results can be obtained with a minimal amount of 
surgical intervention. A comparatively simple 
technic requires surgical detachment of the lower 
lip and soft tissues of the chin from the anterior 
aspect of the mandible. This procedure leaves an 
intraoral pocket which is lined with a split- 
thickness skin graft. Subsequently, a prosthetic 
device is introduced to hold the lower lip and chin 
forward in normal position. 

Sharp dissection is employed to free the lower 
lip and chin from their attachments to the lower 
jaw. An incision is made through the mucous 
membrane of the labio-alveolar sulcus from one 
bicuspid region to the other. This incision is 
carried down between the alveolar process and 
the lower lip, to and around the lower border of 
the mandible. The result is the creation of a pocket 
which must be lined with skin for the reception 
of the prosthesis. 


The simplest method of grafting such a pocket 
involves the preparation of a sponge-rubber mold, 
which is shaped so that it will fit snugly into the 
pocket. A thin split-thickness skin graft, shaved 
from the abdomen prior to the intraoral operation, 
is wrapped completely around the mold and su- 
tured along the upper surface of the mold. The 
stent covered with the skin graft then is inserted 
into the intraoral pocket, the opening of which is 
sutured with chromic catgut mattress stitches. 
Adhesive tape applied externally helps to immobi- 
lize the soft tissues of the chin and lower lip. 
After seven to eight days the pocket is reopened, 
the stent is removed, the cavity lined with skin is 
exposed, and the prosthesis is inserted. 

Prior to the operation, a portion of the pros- 
thesis which ultimately is to be employed must 
be prepared by a dentist. If the patient’s occlusion 
is not too abnormal, artificial teeth need not be 
used on the final appliance. The dentist prepares 
a metallic device with clasps, which has an ante- 
rior bar extending downward below the patient’s 
lower anterior teeth. Immediately after prepara- 
tion of the intraoral pocket, this metallic device is 
clasped to the teeth in the proper position, with 
the anterior bar extending into the artificial cavity 
below. Dental compound softened by heating is 
packed into the pocket and around the bar. When 
the compound is hard, the compound and ap- 
pliance are removed and processed in acrylic 
resin. The completed prosthesis should be ready 
for insertion as soon as the sponge rubber stent is 
removed from the skin-lined pocket; it is most 
important that the prosthesis be inserted as soon 
as the stent is removed. Otherwise, the pocket will 
contract within about 30 seconds so that the pros- 
thesis cannot be introduced. Moreover, the pros- 
thesis must be worn for several months before the 
walls of the pocket will resist contraction. 

If it is desirable to remove the patient’s lower 
anterior teeth, they should be extracted and re- 
placed by artificial teeth on the prosthesis. Before 
the intraoral operation is undertaken, the indi- 
cated teeth are extracted and the dentist prepares 
a removable lower partial denture; the rest of the 
prosthesis is prepared in the manner already des- 
cribed, and attached to the denture. 

For a few days after the prosthesis has been 
introduced into the mouth, the lower lip often is 
stretched and tense and tends to contract down- 
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ward. To counteract this reaction, adhesive tape 
must be used to hold the lower lip in the described 
position, or rubber-band traction from adhesive 
tape on the lower lip and chin to a head bandage 
above may be required to stretch the lower lip 
to a desirable position, an action which requires 
five to six days. It may require two or three months 
for the muscles of the lower lip to develop suffi- 
ciently for the lip to lose its tense appearance. 
Erich, John B. Mayo Clinic, Rochester, Minn. Cosmetic 


repair for retrusion of the mandible. Proc.Mayo Clinic 36:180- 
184 March 29, 1961 


Progressive facial hemiatrophy 
(Romberg’s disease) 


Hemiatrophy of the face was first reported by 
Moritz Heinrich Romberg, a German physician, 
in 1857. This unilateral atrophy of the face was 
initially called Romberg’s disease and later facial 
hemiatrophy. The condition often takes an ex- 
treme progressive form, and in some instances the 
unilateral facial atrophy may be the beginning 
of an atrophy involving one side of the body. 

The disease may be inherited or acquired; it 
may occur in early childhood or even in utero, 
probably caused by intrauterine factors such as 
lack of space within the uterus, unfavorably 
situated amniotic bands or scar contractions 
within the uterus impeding the proper nourish- 
ment of the fetus or embryo. It may also be as- 
sociated with unilateral ankylosis of the tempo- 
romandibular joint or with trauma to the jaws 
preventing normal development. 

Progressive facial hemiatrophy produces a more 
or less severe defect of the facial skin and the sub- 
cutaneous tissue, the underlying muscles and the 
supporting bones. When the defect is limited to 
one side of the face, a recognizable asymmetry 
appears. The left side of the face is more often 
involved than the right side; the zygomatic arch, 
both jaws and the orbit are most often affected, 
there is recession of the eyeball but no impair- 
ment of the pupil reaction. The elevator muscles 
of the involved jaw and the facial muscles atrophy 
gradually, the tongue decreases in size unilater- 
ally, and the facial skin becomes thin and, some- 
times, pigmented. Anhidrosis develops in the 
sweat glands but there is no pathologic change 
in the salivary glands. 
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The affected part of the face ages rapidly, 
whereas the unaffected side retains its youthful 
appearance. The sensitivity of the face to tem- 
perature, touch or pain sensation is unimpaired, 
but disturbances of the facial skin such as corni- 
fication and scale formation may occur. Vasomotor 
disturbances, associated with the disease, often 
produce cyanosis and subjective or objective cold- 
ness of the facial skin. Generally, the disease is 
not accompanied by pain; there are often severe 
psychologic effects because of the facial disfigure- 
ment. 

Since World War II, 23 patients with progres- 
sive facial hemiatrophy have been treated at the 
Clinic of Plastic Surgery of the University of 
Prague. There was a significant predominance of 
women treated. In contrast to the theory ad- 
vanced b: most authors, the right side of the face 
was more often affected than the left side. In the 
majority of patients, the disease had started be- 
fore the thirteenth year of life. 

The diagnosis of the completely developed 
disease is comparatively simple, but it is difficult 
to diagnose in the initial stage or in instances in 
which only a comparatively small part of the face 
is affected. 

In 1934, F. Burian, the head of the Dental and 
Oral Surgery Clinic of the University of Prague, 
used free grafts of corium and adipose tissue to 
repair the loss in volume of the facial contour. 
Transplantation of these types of tissues proved 
valuable in restoring the appearance of the face. 
The surgical technic used is uncomplicated. The 
thinned skin is mobilized through several incisions 
made in physiologic creases or at inconspicuous 
sites. After bleeding is controlled, the prepared 
cavity is filled with a corium-fat transplant which 
is flattened to fit the atrophic site by marginal 
sutures. To avoid impairing the viability of the 
facial skin which already is reduced by the hemia- 
trophy, it is necessary to lift the skin only to a 
limited extent and finish the transplantation in 
stages, each time lifting only a small area of soft 
tissue. The results usually are satisfactory, be- 
cause the graft takes easily and makes up for the 
sustained loss in facial contour. 

In some instances, however, the transplant may 
start to shrink, to become atrophied and to dis- 
appear completely. It may become necessary to 
repeat transplantation, often several times. In a 


il 
- 
i 


626 DENTAL ABSTRACTS ¢ OCTOBER 1961 


patient with the most severe form of progressive 
facial hemiatrophy, ten renewed transplantations 
were required. 

Recently, the authors used Neumann’s method 
in restoring normal appearance of the face in pa- 
tients with progressive facial hemiatrophy, that 
is, transplanting tissue with a well-developed 
blood supply to the site of atrophy by means of a 
tubed flap. Prior to implantation, the flap is 
stripped of epithelial tissue and flattened. Usually, 
the graft is obtained from the patient’s abdomen, 
temporarily transferred to his forearm, and fixed 
by its pedicle to a site not affected by atrophy. 
This method permits obtaining the most favorable 
condition for adequate preoperative and _post- 
operative blood supply. Grafts transplanted in this 
manner do not undergo atrophic changes as do 
free grafts. 

In instances of severe hemiatrophy, the pre- 
ventive use of bone grafts is advisable, especially 
after spontaneous fractures. Patients with several 
fractures and a prognosis of total facial atrophy 
have been treated with such grafts, restoring com- 
pletely the horizontal rami and the affected part 
of the chin. 

In 20 of the 23 patients with progressive facial 
hemiatrophy treated at the clinic, surgical re- 
construction with corium and adipose tissue grafts 
was successful. 

PreSkovd, Helena, and Stockar, Bruno. Clinic for Oral and 
Plastic Surgery, University of Prague, Srob4rova 50, Prague 


10, Czechoslovakia. Hemiatrofia faciei progressiva (Romber- 
gova chroba). Casop.lék.éesk. 49:1274-1280 Sept. 30, 1960 


Diagnosis and management of ankyloglossia 


The perverted use of the tongue is a factor in 
certain types of malocclusion. Sometimes this per- 
version is the result of a habit acquired early in 
life, and the condition can be corrected through 
tongue training. When the perverted use of the 
tongue is the result of an abnormal frenulum 
linguae, the frenulum must be resected. 

If the patient with ankyloglossia is asked to 
elevate the tongue, in most instances he will be 
able to raise the tip readily, but the tip will come 
straight up while the dorsum remains flat. There 
will be a dimpling in the dorsal area which cor- 


responds to the insertion of the restraining geni- 
oglossus muscle. 

The surgical correction of the ankylosed geni- 
oglossus muscle may be performed under either 
local or general anesthesia; if the latter, the anes- 
thetic should be administered nasoendotracheally. 

The tongue is retracted superiorly, and two silk 
sutures are placed through each side of the tip 
of the tongue. A vertical incision then is made 
through the mucosa alongside the frenulum, from 
beneath the tip of the tongue to just in front of the 
orifices of the submaxillary ducts. The genioglos- 
sus muscle should be transected down to the lin- 
gual septum—an anatomic fibrous band separating 
the bulk of the dorsal intrinsic muscles of the 
tongue and the insertion of the superior fan of 
genioglossus muscle. The septum may be identi- 
fied as a white line. At this site, the transection 
of the genioglossus muscle is completed, and full 
retraction of the muscle follows. Except for the 
occasional small vessels, no further suturing is 
done in the transected muscle. Its ends are per- 
mitted to retract freely. The tongue itself now is 
readily elevated. Closure, which is limited to the 
mucosa, is accomplished with a series of inter- 
rupted sutures with fine chromic catgut. No drain- 
age of the wound is necessary. 

Generally, postoperative care is minimal, but 
the patient may require simple analgesics for pain. 
Clear fluids may be permitted after the patient 
has recovered from the general anesthesia. No 
limitations are set regarding motion of the tongue; 
in fact, tongue motion is encouraged, to limit 
apposition of the transected muscles. If the patient 
keeps the tongue moving, it is amazing how little 
soreness or postoperative discomfort he experi- 
ences. 

About one week later, tongue training should 
be instituted, since the genioglossotomy, in itself, 
will not cause the tongue to function properly. 
Unless the patient is trained in the use of his 
tongue, he will revert to the old pattern of mal- 
function. The goal of training is to teach the 
patient to raise the dorsum of his tongue, which 
he never has done before. 


Whitman, Clifford L., and Rankow, Robin M. School of 
Dental and Oral Surgery, Columbia University, New York, 
N.Y. Diagnosis and management of ankyloglossia. Am.J. 
Orthodont. 47:423-428 June 1961 
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Miscellaneous 


Persistence of deciduous teeth 
to an advanced age: report of four cases 


In a study of the time at which deciduous teeth 
are shed, Hellman (1923) found that as a rule 
the incisors are shed before nine years of age, and 
all the deciduous teeth are shed before 12 years 
of age. McBride (1952) asserted that the reten- 
tion of a deciduous tooth that has no permanent 
successor is associated with the condition of the 
apical cementum; while this is vital, the tooth is 
retained in the jaw, but as soon as the vitality is 
lost, the resorptive process takes place and the 
tooth is shed. Usually, it is the upper cuspids and 
the lower second molars that remain in the jaws 
beyond the normal time of their shedding. 

Four cases are reported where deciduous teeth 
have persisted to advanced ages. 

In a 77 year old woman, the deciduous lower 
central incisors were firmly held in the jaw, and 
no appreciable root resorption had occurred. The 
corresponding permanent teeth were congenitally 
absent. 

In a 59 year old man, the deciduous upper left 
second molar was in place. The permanent tooth 
was impacted and malposed. The deciduous tooth 
was firmly held in the jaw, but the root had re- 
sorbed. On the other side of the jaw, the corre- 
sponding permanent tooth had erupted. 

In a 49 year old man, the deciduous right upper 
cuspid was in place. The permanent cuspid was 
impacted. Over the years, the root of the decidu- 
ous tooth had been practically wholly resorbed 
but the tooth still remained firmly held in the jaw. 
On the other side of the jaw the corresponding 
permanent tooth had erupted. 

In a 50 year old man the deciduous upper 
cuspids and lower central incisors had persisted, 
and all were firmly held in the jaw. The perma- 
nent successors were absent. 

Aisenberg (1941) asserted that deciduous 
teeth without successors are easily ankylosed and 
remain functional for many years. In the present 
material, no ankylosis was apparent. 


A retained deciduous cuspid is of course usually 
considerably narrower than the corresponding 
permanent tooth, and of a different shade, so that 
some persons regard its presence as esthetically 
disturbing. Two possible solutions are provision of 
a crown, or extraction and replacement with a 
prosthesis. It would be desirable to have a fairly 
reliable estimate of how long the tooth might be 
retained in the jaw. Knowledge is limited in this 
respect, and longitudinal investigations are re- 


quired. 


Lysell, G., and Lysell, L. Royal School of Dentistry, Umea, 
Sweden. Persistence of deciduous teeth to advanced age: re- 
ports of four cases. Trans.Roy.Schools of Den. 5:55-59 1960 
lin English] 


Kuatzu: 
efficient manual artificial circulation 


Kuatzu is a method of restoring life, used by Jap- 
anese jiujitsu experts. The patient is placed in 
the prone position with arms extended sideways. 
The operator descends forcibly with one or both 
wrists in the region of the seventh cervical verte- 
bra, the blows having the regularity of a carpen- 
ter wielding a hammer. Although very old, this 
indirect method of cardiac massage now has 
been shown to possess the merit so long denied it 
generally by the medical profession. 

Kouwenhoven, Jude and Knickerbocker (1960) 
have published a method of closed chest cardiac 
massage which has been shown to provide an 
adequate artificial circulation (Dental Abstracts 
6:113-114 Feb. 1961). These workers apply vig- 
orous pressure intermittently above the xiphi- 
sternum with the patient in the supine position. 
The importance of this demonstration of efficient 
manual artificial circulation without thoracotomy 
is obvious. 


Editorial. Medical House, 35 Wale Street, Cape Town, 
Union of South Africa. Kuatzu: efficient manual artificial cir- 
culation. South African M.J. 34:946 Nov. 5, 1960 


Effects of urbanization in Wisconsin 
on the distribution of dental manpower 


For years, a major dental health problem in Wis- 
consin has been the lack of adequate dental per- 
sonnel in the rural areas of the state. An analysis 
of the distribution of practicing dentists in Wis- 


i 


consin for the years 1950 and 1960 indicates that 
the situation is changing, and that the impending 
plight of city dwellers is cause for alarm. 

In 1950, the state’s population was 3,434,575, 
the practicing dentists numbered 2,458, and the 
population per dentist was 1,397. In 1960, the 
state’s population was 3,952,767, the practicing 
dentists numbered 2,450, and the population per 
dentist was 1,613, increasing by 216 persons the 
number of persons each dentist must serve. In 
the past ten years, the state seems to have lost 
eight practicing dentists. 

The state’s 71 counties were grouped into three 
major regions, to delineate the regions according 
to their rate of population growth, gain or loss in 
number of dentists, and the prevailing population- 
dentist ratios. 

The state’s ten metropolitan counties, com- 
prising 52 of the state’s population, showed a 26.8 
per cent growth from 1950 to 1960. Even the gain 
of 59 dentists in these counties could not keep up 
with the rate of population increase. Other con- 
clusions drawn from the analysis were as follows: 

1. Whereas the rural areas of Wisconsin have 
an unfavorable population-dentist ratio, the situ- 
ation has been improving. The indication is that 
the people have moved away and left the dentists 
behind, and that there are more dentists in these 
areas than effective consumer demand requires. 

2. About 70 per cent of the state’s population 
lives in a rapidly urbanizing region where the 
shortage of dentists is critical despite a seemingly 
favorable population-dentist ratio. 

3. In addition to a nationwide shortage of 
practitioners, the redistribution of the population 
by migration into metropolitan areas will influence 
the patterns of dental care. The demand for serv- 
ices in cities of 50,000 or more and in bordering 
areas will increase at an even greater rate than 
population growth. 

4. Within urbanizing areas, the dentists are 
concentrating more and more in the large cities. 
This in turn will require changes in the bounda- 
ries of health service areas and patterns of con- 
sumer demand. Patients from outlying areas will 
have a greater choice of dentists, will travel longer 
distances and will spend more time in seeking 
professional care. 

5. The problems of health manpower distribu- 
tion may have to be reconsidered by weighing the 
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needs of the rural areas against the impending 


plight of the city dweller. 


Stewart, William F. Wisconsin State Board of Health, 
Madison, Wis. The effects of urbanization on the distribution 
of dental manpower in Wisconsin. J.Wisconsin D.Soc. 37: 
121-128 May 1961 


Cleidocranial dysostosis 
(Marie and Sainton disease) 


Cleidocranial dysostosis in its distinct form is a 
relatively rare syndrome. Although first reported 
by Martin in 1764, this set of pathologic symp- 
toms occurring simultaneously was more closely 
described by Marie and Sainton in 1897. 

Cleidocranial dysostosis affects the ossification 
of the clavicles and membranous bones of the 
skull, although involvement of jaws and teeth has 
been reported by many authors. 

The syndrome results from an inhibition of 
normal ossification (deficient or completely ab- 
sent conversion of connective, cartilaginous and 
fibrous tissues into bone or bony substance). The 
causative factors have not been determined but 
the syndrome appears to be a congenital or fa- 
milial malformation exhibiting various manifes- 
tations. 

Certain authors have suggested that dysonto- 
genesis of tooth germs (Fig. 1), intra-uterine 
diseases or syphilis may be either causative or 


Figure 1 Survey of the mouth in a 28 year old 

man with cleidocranial dysostosis. Defective permanent 
dentition is interrupted by the presence 

of persistent deciduous teeth. The upper right 

cuspid and the lower right 

second bicuspid are partially restored with metal rings 


> 
. 


Figure 2 Lateral view of the skull. The posterior fon- 
tanel is still open, all cranial sutures are interrupted by 
clefts and there is an involution in the region of the 
occipital bone 


Figure 3 Condition of the dentition. Multiple reten- 
tion of deciduous and permanent teeth, supernumerary 
teeth and tooth germs, and multiple tooth impaction 


Figure 5 Lateral view of the skull. Predominance of 
the neurocranium over the maxillofacial bones, de- 
pressed root of the nose and retracted upper lip 


Figure 4 Survey of the mouth in an 18 year old 
girl with cleidocranial dysostosis 
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Figure 6 Condition of the teeth prior to treatment 


promoting factors. Hultkranz (1908) suggested 
that pathologic changes occurring in the male and 
the female germ cells may be the primary cause. 
Aronson (1928) supposed that hyperfunction of 
the thymus gland produces the syndrome. Bauer 
(1957) maintained that the symptom complex 
must be caused by hereditary factors, transmitted 
by either parent to sons and daughters as a uni- 
versal anomaly affecting the formation of embry- 
onic tissues. Recent investigations were unable to 
demonstrate the presence or effect of a hereditary 
element. 

Patients affected by cleidocranial dysostosis 
usually exhibit the following defects: (1) an ab- 
normal form of the skull (Fig. 2) with a pre- 
dominance of the neurocranium over the maxillo- 
facial bones, causing a depressed root of the nose 
and a retracted upper lip; (2) clefts in the cranial 
sutures (open fontanels); (3) deficient develop- 
ment of the cheek, lacrimal and nasal bones; 
(4) lateral involution of the extremely flat thorax; 
(5) scoliosis of the vertebral column; (6) growth 
inhibition of the scapula; (7) unilateral or bi- 
lateral deformity (aplasia) of the collar bone; 
(8) retarded eruption and retention (Fig. 3) of 
the deciduous and permanent teeth; (9) multiple 
tooth impaction; (10) presence of supernumerary 
teeth; (11) incomplete growth of tooth roots; 
(12) development of follicular cysts in the oral 
region; (13) anomalies in form, size and position 
of the deciduous and permanent teeth (Fig. 4); 
(14) extremely retracted upper jaw (Fig. 5); 
(15) small but graceful stature; (16) hypoplasia 
of the pelvis associated with deficient ossification 


of the pubic bone, and (17) shortening of fingers 
and toes. 

Orthodontic treatment (Fig. 6) to correct the 
micrognathous upper jaw, and prosthetic pro- 
cedures to restore the impaired masticatory func- 
tion are seldom successful and are often aban- 
doned after one year’s trial. 

Free bone transplantation is the method of 
choice in correcting the osseous defects. Dental 
anomalies may be repaired by either freeing or 
removing surgically the impacted teeth and tooth 
germs. Mucoperiosteal flaps may be prepared, 
and osseous tissue removed to expose completely 
the impacted teeth. The flaps are returned after 
tooth removal, and the incisions sutured. In most 
instances it is necessary to extract the third molars 
to free the second molars. The bicuspids, which 
frequently are supernumerary, may be extracted 
at a later date, if the removal of the impeding 
teeth will permit eruption of an almost normal 
set of teeth. Postoperatively, fixed bridges or par- 
tial dentures may be inserted if the central in- 
cisors or the cuspids can be used as abutment 
teeth. 

After subsequent orthodontic treatment, pa- 
tients with cleidocranial dysostosis may wear suc- 
cessfully removable bridges or dentures. 

Bilateral osteotomy of the lower jaw to reduce 
the degree of prognathism is sometimes success- 
ful, but, even after surgical removal of the ob- 
struction, the process of tooth eruption will be 
extremely slow although it can be somewhat stim- 
ulated by orthodontic traction. 

The state of the gradually changing occlusion 
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must be examined frequently, and corrections es- 
sential to the masticatory function performed by 
using orthodontic appliances constructed to pre- 
vent additional interferences. 


Andria, A. Dental School, University of Rostock, Strempel- 
strasse 13, Rostock, Germany. Ein Beitrag zum Krankheitsbild 
der Dysostosis cleidocranialis, Deut. zahniarztl.Zschr. 15:1313- 
1326 Oct. 1, 1960 


The need for dental services in rural areas 


The problem of providing dental services in rural 
areas is a puzzling one for the inhabitants of such 
areas as well as for politicians and dentists. 
Among the considerations that affect the local 
utilization of dental services are the local use of 
preventive measures, dental health education, age 
distribution of the population, economic status 
of the community, availability of other health 
services, presence of other types of community 
service and of recreation and amusement facili- 
ties, the proximity of large urban centers and the 
nature of transportation facilities. These factors 
should be made the basis for determining what 
kind of a dental care program could be provided 
for any interested rural community. 

If a rural community will assume the responsi- 
bility to pay in whole or in part for the dental 
services it desires, and will take any other neces- 
sary and reasonable collective action to facilitate 
the rendering of such services by a dentist, it can 
be assumed that a community demand exists and 
that action should be taken to meet it. The cir- 
cumstances may indicate the need for a full-time 
resident dentist, or possibly the demand may be 
met by periodic visits leading ultimately to full- 
time resident practice. 

The demand for community dental services 
nearly always arises from the dental care needs 
of children. The planning to meet a community 
demand for dental care should revolve about its 
child population. Adults are more mobile than 
children. Good highways and the predictability 
of dental care needs often operate to prevent the 
establishment of rural practices even where ade- 
quate populations exist. 

The office accommodations and equipment are 
important considerations. The dentist or the com- 
munity which accepts makeshift dental facilities 
will not assist in bringing dental care into proper 


perspective among the health services. Where a 
community owns or has a share in its dental fa- 
cilities, it takes good care of them and maintains 
an interest in dental care. 

The most efficient and satisfactory way to pro- 
vide dental services for any community, urban 
or rural, is through a resident dentist who be- 
comes an integral part of the community. 

Unless a community can be served on a full- 
time resident basis by a dentist who chooses it 
because he likes the situation, it probably is better 
to have the community served on a periodic visit- 
ing basis, with the aim of providing full-time resi- 
dent services when the circumstances become 
propitious. 

A program of public education should precede 
the establishment of a dental practice in a rural 
community. 

Brown, H. K. Department of National Health and Welfare, 


Ottawa, Ontario, Canada. The need for dental services in 
rural areas. J.Canad.D.A. 27:365-369 June 1961 


Preparing the surgeon’s hands 


The surgeon’s present practice of scrubbing his 
hands for 5 to 15 minutes in preparation for 
operating is perhaps based chiefly on tradition. 
In the past years, surgeons and nurses at the 
accident service of Radcliffe Infirmary, Oxford, 
England, have used a new technic which affords 
greater protection for the patient and takes just 
one tenth of the previous scrub-up time. 

A solution of 0.5 per cent cetrimide and 0.05 
per cent chlorhexidine in 70 per cent alcohol is 
used. Thorough exposure of clean hands and 
arms to this solution for 20 seconds insures 
asepsis. 

When this method was first used, broth cultures 
were taken of 12 occasions from the hands of 14 
of those working in the operating theater; 153 
cultures were taken—from dry, clean hands before 
immersion in the solution; after immersion for 20 
seconds in the solution, and after gloves were re- 
moved at the end of the operation. 

Microorganisms present on the hands before 
immersion included Staphylococcus pyogenes var. 
aureus, alpha hemolytic streptococci, Streptococ- 
cus pyogenes, Proteus vulgaris and paracolon bac- 
teria. None of these appeared in the cultures taken 
after immersion in the solution or when gloves 


were removed after operation. On a few occasions, 
aerobic spore bearers—but no pathogenic organ- 
isms—were found. No member of the staff has 
shown sensitivity to the solution, or irritation from 
it. 

The patients operated on under this regimen 
have been watched carefully for evidence of in- 
fection. There has been no evidence to suggest 
that the change in scrub-up technics has had 
anything but a favorable effect on the infirmary’s 
already low infection rate. 

There may be other solutions which will do the 
job equally well; but the solution tried has met 
antiseptic requirements in all respects. 


Scott, J. C. Radcliffe Infirmary, 


Oxford, England. Clean 
hands. Lancet No. 7189:1292 June 10, 1961 


Social trends in dentistry 


Today’s world is very different from that of a 
few decades ago. A great social revolution is tak- 
ing place throughout the world. All developed 
countries are in this process at some stage. The 
title of the movement varies from country to coun- 
try, but in all it is known as some form of security. 
Sooner or later, health services are made a part 
of the security or social movement. In nearly every 
country, the health professions strenuously op- 
posed the inclusion of their services under the 
security legislation. In many countries, the health 
professions spent all their energy in opposition, 
making little effort to avoid the issue through con- 
structive proposals. Health services have become 
inextricably mixed with political considerations. 
The dental profession cannot be isolated from the 
change occurring in all other sections of society. 
This situation constitutes a major problem for 
dentistry. The need is for constructive action in 
retaining leadership. 

The dental profession in many countries has 
lost leadership. Two facts are significant. First, 
it should be realized that government is all- 
powerful, although most dentists refuse to ac- 
knowledge this elementary fact. Second, the issue 
of health insurance never has been vetoed by a 
vote of the people. The issue probably is the best 
vote-getting plank in any party platform today. 
The issue has been supported overwhelmingly by 
the voters every time. When it comes to getting 
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something “free” from the government, people 
are the same the world over. 

For the future, private practice will continue 
regardless of alterations in health services. The 
form will gradually change, but there will always 
be the demand for private practice. 

The rigid individualism of the dentist will 
lessen, because of overwhelming social pressures. 

Health services of the future will be designed 
more and more in the interests of the patient, and 
will result in a change in the methods of carrying 
on health services. 

Dental health services will receive much 
greater emphasis. 

Social pressures on the health professions prob- 
ably will result in a crisis sometime during the 
present decade. To meet this situation, it is essen- 
tial that the health professions agree to follow 
basic policies. The establishment of policy should 
not follow the current pressures, but rather pro- 
vide direction and leadership. Too often, the 
health professions have been in the position first 
of fighting the issue and later of giving in. It is 
this type of action which discredits the health 
professions in the eyes of the public. 

The only feasible way to improve the dental 
health of a nation is to establish a program of pre- 
vention and control through adequate dental care 
of the youngest age groups. This supplies a posi- 
tive action program. Strong emphasis on this age 
group can minimize the demands of other age 
groups. 

Dentists need training in the social sciences 
and the profession requires more members trained 
in administrative skills. Otherwise, the administra- 
tion of planned dental services will be done by 
nondentists. The dental profession should take the 
initiative in training auxiliary personnel to do 
such tasks as will result in an expansion of dental 
services. 

The dental profession should be prepared to 
substantiate its professional fees, to prove that 
each fee bears a reasonable relation to the par- 
ticular service rendered, and that each fee bears 
an equitable relation with other fees on the sched- 
ule. Weak defense of the fee schedule has resulted 
in drastic alterations by authorities on their own 
basis of assessment. 

Changes are taking place in dentistry because 
of social pressures. The need exists for strong 
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leadership by the profession to assure a proper 
dental service for the public. 
Gullett, Donald W. 234 St. George Street, Toronto 5, On- 


tario, Canada. Social trends in dentistry. J.Michigan D.A. 
43:168-173 June 1961 


Individual variability 
and susceptibility to disease 


The individual traits, qualities and peculiarities 
of man are based on the variability of his organic 
composition; the frequency of the distribution of 
the isolated factors can be determined by the 
Gaussian curve. 

Individual variability inevitably produces an 
increase in patients that are especially susceptible 
to the action of specific noxae. Individual suscep- 
tibility to any type of disease, therefore, must be 
considered as a product of the individual varia- 
bility. 

Susceptibility to disease may exist on every 
level of the human organism—in the entire body, 
in organs or tissues, in isolated cells or in cell 
groups, and in the macromolecules of protein 
which regulate enzymatic, anabolic and metabolic 
activities. 

It appears more than possible—at least, at the 
cellular level—that carcinogenesis is associated 
with the variability of the metabolic autonomy, 
particularly the metabolism of nucleoproteins. 

In the foci of infections causing chronic inflam- 
mations, a specific selection of cells with a higher 
degree of autonomy in the synthesis of protein 
occurs, influencing regeneration and repair. These 
cells become independent from the normal (nerv- 
ous or humoral) correlations which modify the 
metabolic microclimate and regulate the prolifer- 
ation (reproduction and multiplication) of 
healthy and diseased cells. 

Pathologic evaluation of the phenomena of hu- 
man evolution may reveal that an increase in the 
individual variability and thereby in the individ- 
ual susceptibility to certain disease forms (espe- 
cially dental caries, periodontal disease, and be- 
nign and malignant tumors) has taken place. 
Another result of this evolutionary increase in 
variability and disposition is the steadily increased 
incidence of congenital and hereditary mal- 
formations as well as diabetic, allergic and neu- 
ropsychopathic conditions. The increase in the 


incidence of the so-called civilization diseases 
unquestionably is a product of the present high 
standard of living and can be considered as an 
aspect of the provisions developed and used to 
safeguard the life of weaker persons who are no 
longer exposed to the law of natural selection. 

Progress and civilization, therefore, produce 
a significant expansion of pathologic curves in 
statistical serializations based on individual char- 
acteristics and, therefore, individual variability 
and susceptibility to certain disease forms. 

This irresistible process may open new perspec- 
tives for dentists and physicians to study the eti- 
ology and pathogenesis of certain diseases by 
evaluating the phenomena which have occurred 
in every period of human evolution and develop- 
ment, but which are particularly significant in the 
cognizance of pathologic conditions in our time. 

Pathologists, whether they are occupied in den- 
tal or medical research, should investigate the 
hidden aspects of disease to be able to observe 
and recognize evolutionary changes which may 
affect the fate of mankind. 

Di Marco, Gennaro. Pathological Institute, University of 


Rome, Rome, Italy. Variability and disposition in pathology. 
Sci.Med.Ital. 8:439-451 Oct.-Dec. 1960 [in English] 


Practice administration 


Use of color in the dentist’s office 
to increase patient comfort 


In the dentist’s office, the use of color can affect 
the patient’s sense of well-being and the comfort 
and efficiency of the dentist and those who work 
with him. In one dental office, patients face a 
drab gray wall. The effect is depressing, and they 
transfer the depressed feeling to the dentist. In 
another dental office, the patients wait facing a 
white wall. The glare irritates their eyes, with the 
result that patients fail to show up for appoint- 
ments, or change dentists. 

What is gained by having an office color-tuned? 
The environment raises the spirits of the patients, 
and inspires more efficient work on the part of the 
staff. The dentist probably is more sensitive to 


} 


the environment in his office than are his patients. 
It is worth much to him to have office surround- 
ings that will lift his spirit, give him clear vision, 
and inspire him to work with zest. A few basic 
color principles, elucidated in studies made by 
the Color Research Institute, can serve as a guide 
in using colors effectively in most situations. 

1. Colors derived from red or orange-red are 
warm and stimulating. Colors derived from blue 
or green-blue are sedative and cool. All other 
factors being equal, it is advisable to have warm 
colors in a room with only north light, and cool 
colors in a room with much sunlight. In the wait- 
ing room, however, it is advisable to use cool 
colors that will help relax tense patients. 

2. Deep colors on walls and furniture absorb 
more light, require more foot-candles of light, 
and result in higher electricity bills; light colors 
reflect light and aid in illuminating the area, thus 
providing more light at a lower cost. 


3. For a work situation, colors that reflect from 
60 to 80 per cent of the light are generally ap- 
propriate for the walls. Where extra-dark and 
extra-light materials are being handled, a color 
with a 50 per cent reflection factor is advisable. 
A neutral wall will provide adequate contrast for 
both light and dark materials. 

4. If the ceiling is not within the line of vision, 
white paint should be used to allow maximum 
light reflection. If the ceiling is within the line of 
vision, a delicate tint may be added. The right 
tint will have a favorable psychological effect 
without great loss of reflected light. 

5. A dirty-looking, gray-black floor exerts a 
strongly adverse psychological effect, and absorbs 
much light which might be used to advantage. 
In many types of work, good visibility is essential 
from below as well as from above. An appropriate 
color value on the floor will provide the needed 
brightness for reflecting light and also will have 
psychological value. 

6. Work backgrounds, such as walls and tables, 
that are too light or too dark, can cause eye 
fatigue. Backgrounds with proper contrast to the 
dental materials being worked with will be an 
aid to vision and promote comfort and efficiency. 

7. Work surfaces with a dull or mat finish are 
preferable to glossy surfaces. Glare from highly 
reflective surfaces causes eye strain and fatigue. 
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8. Various primary colors can be used to mark 
switches, parts of machines, pipes, and so forth, 
for quick identification. Warm bright colors can 
be used as a warning signal on hazardous machine 
parts, thereby helping to prevent accidents. 

Cheskin, Louis. Color Research Institute of America, 105 


West Adams, Chicago, Ill. Color in the dentist’s office. 
D.Progress 1:248-253 July 1961 


Organization 


Dental specialties in the United States 


Currently, a proposal is before the American Den- 
tal Association to change the specialty practices. 
If this proposal is accepted without too many 
amendments, some of the confusion will be obvi- 
ated. 

A suggestion has been made to combine ortho- 
dontics and pedodontics. Why is pedodontics a 
specialty practice? Why not combine it with 
orthodontics? But you cannot ask a pedodontist, 
or an orthodontist, to agree. A decision has to be 
made by the profession rather than by the spe- 
cialists. There are times when decisions have to 
be made, but one cannot expect the people closely 
connected with the problems to make decisions in 
an unbiased manner. 

The main objective of specialty practice, as 
visualized by the American Dental Association, 
is to protect the public. It is not to develop status, 
nor is it to provide an excuse for higher fees, 
although these may come. 

Medical practice has become fragmented to the 
point where the medical profession is concerned. 
However, the medical specialties are controlled, 
and through the medical profession itself. Den- 
tistry is not able to govern its specialties in the 
same manner as the medical profession which 
maintains control of its specialty groups through 
the hospitals. The medical profession has the 
power to force people to meet qualifications for 
specialties. 

In dentistry, this method of control is not pos- 
sible, except to some extent with oral surgery. In 
other areas of dentistry, a dentist can declare 


li 
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himself to be an orthodontist, a periodontist or a 
pedodontist, and can practice as such. As yet 
there is no way, even though the dentist may not 
be qualified as a specialist, for the profession to 
control this situation. 

Some persons in the profession feel that this 
control should come from the state. Ten of the 50 
states have laws governing dental specialties. The 
author prefers the profession to have control of 
dental specialties. 

The requirements for eligibility to take dental 
specialty board examinations currently vary from 
the preceptorship to graduate education, includ- 
ing refresher courses, postgraduate and graduate 
study. 

The seven specialties recognized by the Ameri- 
can Dental Association are oral pathology, oral 
surgery, orthodontics, pedodontics, periodontics, 
prosthodontics and public health dentistry. Until 
recently, recognition of a specialty has been a hit- 
or-miss proposition, but, in the reorganization 
plans, criteria to determine specialty areas have 
been established as follows: 


1. The area shall be that which is important 
for the protection, health and welfare of the pub- 
lic. 


2. The area should represent a substantial field 
of practice which calls for special knowledge and 
skills, and should require extended study and ex- 
tensive clinical and laboratory experience beyond 
undergraduate preparation. 


3. The area is to be one in which approved 
university dental schools or teaching hospitals 
have developed a sufficient number of formal 
courses so that opportunities for postgraduate 
education and experience are available. 


4. The area shall be one in which the public 
and professional need for such special services 
shall have called into existence a sizable number 
of practitioners whose knowledge and skills are 
available. 


5. The area shall be one in which the dentist 
refers patients or seeks consultation. 


6. The area shall be one in which significant 
numbers of papers and clinics have been pre- 
sented. 


Today, 250 programs in 30 special areas of 
dentistry are being offered. Graduate programs 
in oral surgery are offered in 24 schools, ortho- 
dontics in 20, oral pathology in 18, pedodontics 
in 18, and periodontics in 17. 

Of the country’s 90,000 dentists, 1,400 are cer- 
tified as Diplomates, with 39 in oral pathology, 
350 in oral surgery, 493 in orthodontics, 75 in 
pedodontics, 215 in periodontics, 195 in prostho- 
dontics and 32 in public health dentistry. 

Specialties in dentistry have grown to the point 
where it is time to establish reasonable controls. 

Fleming, Willard C. School of Dentistry, University of 


California, San Francisco, Calif. Education for specialization— 
an overview. J.D.Educ. 25:117-119 June 1961 


| | 


Following are recent patents relating to dentistry 
granted by the U.S. Patent Office: 


February 7, 1961 


2,970,379 James F. Hardgrove, assignor to Uni- 
versal Products Corp. 
Finger supported dental tray 


February 14, 1961 


2,971,258 Saul M. Bien, assignor to Paul Robert 
Bien Foundation 


Orthodontic appliance 


2,971,518 James C. O'Neal 
Toothbrush with tooth paste dispenser 


2,971,637 John H. Simons 
Dental bur holder 


189,760 (Design patent) | Walter D. Teague and 
Norman E. Lauterbach, assignors to Ritter Company, 
Inc. 

Dental lamp 


March 7, 1961 


2,973,541 Peter Matthew Beck 
Dental mirror wiper attachment 


189,845 (Design patent) Charles Dwight Gra- 
ham, assignor to Densco, Inc. 
Dental chair or similar device 


March 21, 1961 


2,975,479 George F. McGowan 
Flask for making dentures 


2,976,416 Irving A. Ellman 
Dental x-ray apparatus 


2,976,417 Stephan T. Freeman 
Dental x-ray device 
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March 28, 1961 


2,976,570 Morris Ettenberg 
Molding apparatus for and method of forming a 
prosthesis and the like 


April 4, 1961 


2,977,614 Frederick Demanuele 

Vibratory toothbrush 

2,977,682 Raymond L. Filatray, assignor to 
Densco, Inc. 

Self lubrication of turbine-type dental handpieces 


2,977,683 Dudley K. Wiltse 
Hydraulic tooth extractor 


April 11, 1961 


2,978,724 Carlos Coy Gracian 

Toothbrush 

2,978,812 Murray W. Rosenthal and Herbert A. 
Cohen, assignors to Block Drug Company, Inc. 
Denture fixatives 


2,979,056 Adolph D. Wiseman 
Dental device and method 
190,073 (Design patent) 


signor to Pycope, Inc. 
Toothbrush or similar article 


Allen Schwartz, as- 


April 18, 1961 


2,980,170 Fredrich W. Bechtold, assignor to The 
S. S. White Dental Mfg. Co. 


Rotating chair arm structure 
April 25, 1961 


2,980,998 Richard L. Coleman, Paul S. Cecil and 
Julius A. Kerpel, assignors to the J. M. Ney Company 


Dental prosthesis and method of manufacture 
2,980,999 Ernst August Behne and Wilhelm Ohl- 
rogge, assignors to Siemens-Reiniger-Werke Aktien- 
gesellschaft 

Dental instrument stand having a hand piece holder 
unit 

2,981,264 Aurelius F. De Felice 

Dental cleaner massager 


Be f 
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dissoualiens 


Investigation of idiopathic spots in human tooth 
enamel (Untersuchungen iiber idiopathische 
Flecken im menschlichen Zahnschmelz). Jiirg 
Allemann. 1960. pR.MED.DENT. University of 
Bern, Switzerland. 


Serial investigations of the effects of mouthpieces 
in professional musicians playing brass instru- 
ments: tooth mobility measurements (Reihen- 
untersuchungen iiber die Einwirkungen des 
Mundstiickes bei Blasinstrumentmusikern: mittels 
Zahnbeweglichkeitsmessungen). Anton Meier. 
1960. DR.MED.DENT. University of Bern, Switzer- 


land. 


Postinsertion evaluation of free-end lower den- 
tures (Nachpriifungen iiber untere Freiend- 
prothesen). Henri von der Weid. 1960. pr.MEp.- 
DENT. University of Bern, Switzerland. 


Contribution to the problem of the innervation of 
human dentin (Beitrag zum Problem der Innerva- 
tion des menschlichen Dentins). Hans Flury. 
1961. DR.MED.DENT. University of Bern, Switzer- 


land. 


Trouble shooting in complete denture service: 
difficult complete lower dentures (Uber die 
Problematik der zahnarztlichen Vollprothesen: 
Schwierige Unterkiefervollprothesen). Roland 
Saladin. 1961. pR.MED.DENT. University of Bern, 
Switzerland. 


Malignant tumors of the mandible seen in the Na- 
tional Institute of Cancer Research in the years 
1957, 1958 and 1959 (Tumores malignos del 
maxilar inferior presentados en el Instituto Na- 
cional de Cancerologia en los afios 1957, 1958 
and 1959). Elvia Rodriguez Beltran, Dario Vil- 
legas Arango, Fanny Villamizar Ortiz and J. Al- 
berto Montealegre Olaya. 1960. p.opont. Cath- 
olic Pontifical University of St. Xavier, Colombia. 


Impression technics in edentulous patients, and 
materials employed (Tecnica de impresiones en 
desdentados totales y materiales empleados). 
Enrique Garcia Monge, Cesar Montoya Restrepo, 
Nelson Pelaez Gomez and Hector Suarez Penagos. 
1960. p.opont. Catholic Pontifical University of 
St. Xavier, Colombia. 


Space maintenance (Mantenedores fijos de es- 
pacio). Gloria Borrero Vargas, Graciela Gonzalez 
Duran, Victoria Eugenia Jordan Rueda and Es- 
peranza Pinzon Quintero. 1960. p.opont. Cath- 
olic Pontifical University of St. Xavier, Colombia. 


Theory of crowns and bridges (Preclinica de 
coronas y puentes). Guillermo Gonzalez Villa- 
mizer, Jaime Lopez Ramirez, Eduardo Gomez 
Grau and Saturnino Llano Calle. 1960. p.opont. 
Catholic Pontifical University of St. Xavier, Co- 
lombia. 


Relations between the pedodontist and his pa- 
tients (Relaciones del odontologo con el paciente 
de odontopediatria). Guillermo Borrero Borrero, 
Ricardo Gomez Penagos and Oscar Mejia Velez. 
1960. p.opont. Catholic Pontifical University of 
St. Xavier, Colombia. 


Mycology of the oral cavity (Micologia de la 
cavidad bucal). Eduardo Lezaca Caceres, Alberto 
Parra Ayala, Jaime Penta Rivera and Ramon Evan 
Cure. 1960. p.opont. Catholic Pontifical Univer- 
sity of St. Xavier, Colombia. 


Planning of oral surgical interventions (Plane- 
amiento de las intervenciones quirtrgicas odon- 
tolégicas). German Recio Victoria, Consuelo Car- 
margo Lozano and Gerardo Yung Valero. 1960. 
p.ovont. Catholic Pontifical University of St. 
Xavier, Colombia. 


Focal infection (Infeccion focal). Libia Vargas 
R., Ines Fandiiio de Arevalo, Cecilia Mora P. 
and Silvia Stella Vargas M. 1961. p.opont. Cath- 
olic Pontifical University of St. Xavier, Colombia. 


Socioeconomic aspects of dentistry (Aspectos 
socio-economicos en odontologia). Hernando 
Ojeda Martinez. 1960. p.opont. Catholic Ponti- 
fical University of St. Xavier, Colombia. 


| 
| 
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Fluoridation and the topical application of fluo- 
rine in the prevention of caries (Fluorizacion de 
las aguas y aplicaciones topicas en la prevencion 
de la caries dental). Gilberto Arzayus Salcedo, 
Gilberto Echeverri Gaviria and Carlos Gonzalez 
Galindo. 1960. p.opont. Catholic Pontifical Uni- 
versity of St. Xavier, Colombia. 


Study of the methods of anesthesia and tooth 
extraction (Estudio sobre los metodos de anestesia 
y extraccion dental). Hernando Pinzon Florez. 
1960. p.opont. Catholic Pontifical University of 
St. Xavier, Colombia. 


Historical development and present state of the 
shaping of the occlusal surfaces of artificial teeth 
and dentures (Zur historischen Entwicklung und 
zum gegenwartigen Stand der Gestaltung der 
okklusal Flachen kiinstlicher Zahne und Prothe- 
sen). Hannelore Alsleben. 1960. pR.MED.DENT. 
University of Halle/Saale, Germany. 


Properties of commercially available brands of 
dental inlay casting wax (Beitrag zu den Eigen- 
schaften von handelsiiblichen dentalen Guss- 
wachse). Wolfgang Thiem. 1960. pR.MED.DENT. 
University of Halle/Saale, Germany. 


Accidental opening of the maxillary sinus during 
tooth extraction: diagnosis and treatment (Die 
zufallige Eroffnung der Kieferhohle bei Zahnex- 
traktionen: Diagnose und Behandlung). Karl 
Heinz Stock. 1960. pr.MED.DENT. University of 
Halle/Saale, Germany. 


Teleroentgenographic representation of the hu- 
man skull and its evaluation for orthodontic prac- 
tice (Eine fernréntgenologische Darstellung des 
menschlichen Schiadels und seine Bewertung fiir 
die kieferorthopadische Praxis). Walter Rudolph. 
1960. pR.MED.DENT. University of Halle/Saale, 
Germany. 


Early orthodontic treatment of children from 
three to six years old: use of the vestibular plate 
(Die kieferorthopadische Friihbehandlung von 
Kleinkindern im Alter von drei zu sechs Jahren 
unter besonderer Beriicksichtigung der Mund- 
vorhofplatte). Ernst Trager. 1960. pR.MED.DENT. 
University of Halle/Saale, Germany. 
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Clinical investigations of the results obtained by 
an early treatment of fissural caries according to 
the method proposed by W. Drum (Klinische 
Untersuchungen iiber die Ergebnisse erzielt bei 
der Friihbehandlung der Fissurenkaries nach der 
von W. Drum vorgeschlagenen Methode). Hans 
Joachim Buchmann. 1960. pr.MED.DENT. Uni- 
versity of Halle/Saale, Germany. 


Hemagglutination and endocomplement reactions 
to viruses grown in He-La cultures to which vac- 
cines were added (Hamagglutinations- und Endo- 
komplementsreaktionen zu in He-La Kulturen 
geziichteten Viren nach Zugabe von Vaccinen) 
Walter Frommherz. 1960. pr.MED.DENT. Univer- 
sity of Heidelberg, Germany. 


Electric vitality tests of the human pulp in dental 
practice (Elettrodiagnosi in odontoiatria). A. 
Bettini. 1960. pR.MED.DENT. University of Milan, 
Italy. 


Physicochemical properties of elastic dental im- 
pression materials with an alginate base (Il 
comportamento fisio-chimico delle masse dentaria 
di alginato). G. de Pascale. 1960. pR.MED.DENT. 
University of Milan, Italy. 


Hemorrhage occurring either after extractions or 
oral surgical interventions: the treatment of post- 
extraction pain (Emorraggia postestrattive e 
postoperatorie: il trattamento del dolor post- 
extractionem). C. de Negri. 1960. pR.MED.DENT. 
University of Milan, Italy. 


Roentgenographic differential diagnosis between 
true cysts and pseudocysts (Diagnostica dif- 
ferenziale radiografici fra cisti ed immagini similo- 
cistiche). R. Folco. 1960. pr.MED.DENT. Univer- 
sity of Milan, Italy. 


Roentgenographic demonstration of tumors in the 
oral cavity (Aspetti radiografici dei tumori dei 
mascellari). G. Praga. 1960. pR.MED.DENT. Uni- 
versity of Milan, Italy. 


Particularities of the oral mucous membrane (Su 
alcune particolarita della mucosa orale). S. Sodo- 
Cosmo. 1960. pR.MED.DENT. University of Milan, 
Italy. 
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